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RATED FIRST 
FOR TRANQUILIZING EFFECT 


IN HOSPITALIZED PSYCHIATRIC PATIENTS, Miltown has demonstrated great 
usefulness in relieving anxiety and tension.!® 


In tranquilizing effect Miltown has been found superior to phenothiazine 
derivatives and Rauwolfia products.' However, its anti-psychotic effect is less 
pronounced than that of the other drugs." 

On the other hand, combined with an effective anti-psychotic preparation, 
Miltown becomes “extremely valuable in alleviating the overactivity, tension, 
excitement and anxiety of the psychotic.”! 

An added advantage of Miltown is relaxation of skeletal muscle, not 
obtained with most other tranquilizers. 


References: 1, Barsa, J. A.: Am. J. Psychiat. 115:79, July 1958. 2. Graffagnino, P. N., Friel, P. B. and Zeller, W. W.: 
Connecticut M, J. 21:1047, Dec. 1957. 3. Hollister, L. E., Elkins, H., Hiler, E. G. and St. Pierre, R.: Ann. New York 
Acad. Sc. 67:789, May 9, 1957. 4. Pennington, V. M.: Am. J. Psychiat. 114:257, Sept. 1957. 5. Tucker, K. and 
Wilensky, H.: Am. J. Psychiat. 113:698, Feb. 1957. 


Available in 400 mg. scored and 200 mg. 
sugar-coated tablets. Also available as 
MEPROSPAN®*® (200 mg. meprobamate 1 i 
continuous release capsules). 3 TRADE-MARK 


meprobamate (Wallace) 


a” WALLACE LABORATORIES, 
New Brunswick, N. J. 
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throughout the practice of medicine... 


Ai Clinically confirmed 
SPLod 
documented 
case histories’* 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 
> restores natural sleep 
> reduces depressive rumination and crying 
> often makes electroshock unnecessary 


Alexander reports 57% recovery within 
an average of eight weeks.’ 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


> does not adversely affect blood pressure 
or sexual function 


> causes no excessive elation 
produces no liver toxicity 


does not interfere with other drug therapies 


this dose may be grad- 
Deprol is unlike central nervous stimulants ually increased up to 


P ° 3 tablets q.i.d. 
does not cause insomnia 
Composition: Each 


> produces no amphetamine-like jitteriness tablet contains 400 


mg. meprobamate and 


does not depress appetite sag. 
et nzilate ro- 
has no depression-producing aftereffects 
HCl). 
can be used freely in hypertension and 


in unstable personalities 50 scored tablets. 


1. Alexander, L.: Chemotherapy of depression—Use of meprobamate combined with benactyzine (2-diethylaminoethy! benzilate) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personal communications; in the files of Wallace Laboratories 


Tresoe- marx 


co-7466 Literature and samples on request Qi WALLace LABORATORIES, New Brunswick, N. J. 
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for those with 


PARKINSONIS 


“...in our experience procyclidine (Kemadrin) proved a worthy 
addition to the therapy of parkinsonism, because it afforded relief 
to many patients who had failed to respond to other drugs. It 
exerts an action against all symptoms of parkinsonism... hence it 
may be employed as the basic drug in commencing treatment 
with new cases.” 

Zier, A. and Doshay, L. J.: Procyclidine Hydro- 


chloride (Kemadrin) Treatment of Parkinsonism 
in 108 Patients, Neurology (July) 1957. 


“...in our series of 30 severe Parkinsonism sufferers, 21 obtained 
moderate to good relief with the use of this new agent, Kemadrin, 
in combination with other drugs.” 

Lerner, P. F.: Kemadrin, a New Drug for Treat- 


ment of Parkinsonian Disease, J. Nerv. & Ment. 
Dis. 123:79 (Jan.) 1956. 


Smoother activity, 


and brighter expression 


Also indicated for the treatment of drug-induced 
symptoms resembling parkinsonism, developing 
during treatment of mental patients. 


*KEMADRIN’ brand Procyclidine Hydrochloride 
Tablets of 5 mg., scored. Bottles of 100 and 1,000. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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to control tranquilizer-induced 
Parkinson-like side effects 


COGENTIN. 


METHANESULFONATE (BENZTROPINE METHANESUL FONATE) 


‘COGENTIN’ is effective in providing relief for many patients who develop 
tremor, restlessness, feelings of tension and other Parkinson-like symptoms 
during tranquilizer treatment of mental disorders. 


DOSAGE AND ADMINISTRATION: Recommended dosage is one-half to one tablet two or 
three times a day. If higher doses are required, the patient should be closely 
observed and dosage adjusted as indicated. When ‘COGENTIN’ is used to offset the 
distressing Parkinson-like side effects caused by tranquilizing drugs, adequate 
therapy with these drugs may usually be continued. Rarely, a decrease in dos- 
age may be necessary. 


suppLicD: As 2 mg. quarterscored tablets in bottles of 100 and 1000. 


MERCK SHARP & DOHME 


COGENTIN is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO, Inc., PHILADELPHIA 1, PA. 
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what are the symptoms of 
cardiac neurosis (anxiety in 
relation to the normal heart)? 


(1) Pain and distress in the heart 

region, usually “sticking” or “pinching” 
usually out toward the apex; 

(2) sighing respiration—“...I feel as 
though I can’t get enough air”; 

(3) palpitation or heart consciousness; 
(4) tachycardia or occasional irregularity 
(missed beat); (5) fatigue—as tired 

in the morning as at bedtime. 

Source —Weiss, E.: Geriatrics 1]:151, 1956. 


a “...drug of choice for mildly 
disturbed ambulatory patients....”! 


calmative 0 STYN 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


“From our work with neurosedatives, we 
feel that ectylurea [NostyN] is the drug 
of choice for mildly disturbed ambulatory 
patients because of its low-sedative and 
high-hypnotic dosage range and its 
absence of untoward side-reactions.”! 

“.. NoSTYN is a mild, nonhabit-forming 
tranquilizing agent of very low toxicity, 
which induces daytime sedation without 
mental depression... 


(1) Ferguson, J. T.: J.A.M.A. 165:1677 (Nov. 30) 1957. 
(2) Bauer, H. G.; Seegers, W.; Krawzoff, M., and 
McGavack, T. H.: A Clinical Evaluation of Ectylurea 
(NostyNn), New York J. Med., in press. 


dosage: Adults: 150-300 mg. (1% or 1 tablet) three 

or four times daily. Children: 150 mg. (2 tablet) 
three or four times daily. 

supplied: 300 mg. scored tablets, bottles of 48 and 500. 


AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


47758 
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When mild depression hampers 


your patient’s progress in psychotherapy 


Dexamy]* (a balanced combination of Dexedrinet and amobarbital) 
is often an effective adjuvant in psychotherapy. When mild 
depression impedes the therapeutic process, your prescrip- 

tion for ‘Dexamyl’ can help you restore optimism and 
confidence in many patients. ‘Dexamy|’ is available 
as tablets, elixir and, in two strengths, as 
Spansule* sustained release capsules. 


Smith Kline & French Laboratories 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


* 
‘ 

7 

i 
‘| 


Before the fact 


...closed-ward management | 
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SPARINE quickly controls the excitement and hostility of acute 
and chronic psychoses. As a practical adjunct to formal psy- 
chiatric measures, SPARINE simplifies care, facilitates accessi- 
bility, speeds social rehabilitation. 


SPARINE gives prompt control by intravenous injection and effective 
maintenance by the intramuscular or oral route. It is well tolerated in 
all three methods of administration. 


Comprehensive literature supplied on request 


sSparine 


Philadelphia 1, Pa 


HYDROCHLORIDE Promazine Hydrochloride 


INJECTION TABLETS SYRUP 


EQUANIL® 

Meprobamate, Wyeth 
PHENERGAN® HCI 

Promethazine HCI, Wyeth 
SPARINE HCI 

Promazine HCl, Wyeth 


A Wyeth normotropic 
drug for nearly every 
patient under stress 
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WHEN 

A MAN IS A 
DESERT... 
FILL THE 
EMOTIONAL 
voID 


The sterile negativism of the schizophrenic, the paranoid 
and the senile can be reversed, as Pacatal helps 
restore more normal patterns of emotional response. Contact 
with withdrawn patients may be quickly re-established.1-3 
PACATAL * “normalizes” thinking and emotional responses 
* culms without “flattening” —keeps patients alert 
* clevates the mood instead of sedating the patient 
complete literature available on request 


References 

1. Braun, M.: Am. J. Psychiat. 113:838 (March) 1957. 2. Feldman, IP. E.: 
Am. J. Psychiat. 114:143 (Aug.) 1957. 3. Hutchinson, J. ‘T.: Paper presented, 
American Psychiatric Association, Philadelphia, Pa., November 16, 1956. 
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there is a dosage form 
of ‘Compazine’ 


for every hospital need 


new: Concentrate, 10 mg.jcc. (available to hospitals only)— 
convenient liquid form for those patients who “cheek” tablets; for 
those patients who refuse oral medication it can be easily disguised by 
mixing with liquid or semi-solid foods. 


» » Tablets, 5 mg., 10 mg. and (primarily for use in psychiatry) 25 mg. 


—for convenient manipulation of dosage. 


ead Spansulet capsules, 10 mg., 15 mg. and 30 mg.—for convenient 


all-day or all-night therapeutic effect with a single oral dose. 


me Ampuls, 2 cc. (§ mg./cc.)—for immediate control of disturbed 


patients. 


Multiple dose vials, 10 cc. (5 mg./cc.)—for greater economy, 
convenience, and flexibility of doses. 


Suppositories, 5 mg. and 25 mg.—when neither oral nor parenteral 
administration is feasible. 


Syrup, 5 mg./teaspoonful (5 cc.)—for the very young or very old. 


Compazine 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.P. 
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QuaLity / / INTEGRITY 


Versatile, moderately long-acting hypnotic 


@® restores normal sleep cycle in ® useful in psychiatric evaluation 
acute excitement by narcoanalysis 

@® provides prompt, prolonged Available in 1 and 3-gr. pulvules, 
narcosis in psychiatric patients and ampoules ranging from 1 

@ aids in differential diagnosis be- gr. to 15 1/2 grs. 
tween functional and organic **‘Amytal Sodium’ (Amobarbital Sodium, Lilly) 
disease 

ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
820000 
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CHILDHOOD PATTERNS PREDICTIVE OF ADULT 
SCHIZOPHRENIA : A 30-YEAR FOLLOW-UP STUDY ' 


PATRICIA O’NEAL, M.D. anv LEE N. ROBINS, Pxu.D.? 


INTRODUCTION 


During the course of a follow-up study 
of children who were seen 30 years ago in a 
child guidance clinic, some of these former 
patients were diagnosed as having schizo- 
phrenia when they were interviewed as 
adults. In a previous paper on this follow- 
up study(1) we reported that many of 
those diagnosed schizophrenic as adults 
had been sent to the clinic because of some 
kind of anti-social behavior, such as run- 
ning away, aggression or incorrigibility. 

The purpose of this report* is to com- 
pare the childhood history of the former 
clinic patients who are now schizophrenic 
with the childhood history of a group re- 
ferred to the same clinic who also had a 
high rate of anti-social behavior but who 
as adults are psychiatrically normal. In 
this comparison there emerge some special 
features of the childhood history which are 
characteristic of the pre-schizophrenic 
child. Awareness of these special features, 
which will be described, may call attention 
to a pre-psychotic condition even in the 
absence of the usual definitive diagnostic 
signs of schizophrenia and may allow for 
early constructive management. 

Method of Study. The present report is 
part of a larger study of 526 children who 
were seen 27-32 years ago in a child guid- 
ance clinic. The study also includes 100 
control subjects selected from public school 
records. Out of the total group of 626, 86% 
have been located; 284 patieats and 68 
control subjects have been interviewed. In 
this report the 28 former patients now diag- 


' 1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2From the Department of Psychiatry and Neu- 
rology, Washington University School of Medicine, 
St. Louis, Mo. 

8 Funds for this project have been provided by the 
Foundations’ Fund for Research in Psychiatry and the 
U. S. Public Health Service, Grant #M-1400. 


nosed schizophrenic are compared with 57 
former patients now diagnosed as having 
no disease. The remaining interviewed pa- 
tients, who have other psychiatric dis- 
eases, and the controls are not included in 
this report. The methods of selecting the 
patients and of obtaining data about them 
have been described in detail elsewhere 
(1). All individuals interviewed have been 
asked standardized questions which in- 
vestigate in detail psychiatric and medical 
symptoms, as well as social history and 
adjustment. Interview information is veri- 
fied wherever possible by systematic check- 
ing of public and private records, e.g., 
hospital records, social agency records, 
physician’s records, police records. The 
significance of differences between schizo- 
phrenic and no disease groups have been 
determined by the X? test. 


RESULTS 


General Characteristics of the Group. 
Out of a total of 284 patients interviewed, 
10% were diagnosed as schizophrenic and 
20% as no disease; 74% are male. The 
schizophrenic group is almost entirely male 
—93%. In the no disease group, 88% are 
male, Both of these groups have a higher 
ratio of males than is found in patients 
with other diagnoses (p<.01). At the time 
of referral, the age range in the pre- 
schizophrenic group was 7 to 17 years; 
median age, 14 years 2 months. In the no 
disease group the age range was 18 months 
to 17 years ; median age, 13 years 4 months. 
Both groups were predominantly lower or 
lower middle class in socio-economic status, 
but the no disease group also included 9 
individuals whose fathers had executive or 
managerial occupations. The rate of broken 
homes was high in both groups at the time 
of referral: 68% in the pre-schizophrenic 
(26% by divorce or separation) and 56% 
in the no disease group (16% by divorce or 
separation). I.Q. scores ranged from 80 
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CHILDHOOD PATTERNS PREDICTIVE OF SCHIZOPHRENIA 


November 


TABLE 1 
PuysicaL History CHILDHOOD 


Abnormality 


Severe infectious disease in infancy 
Retarded development 

Hearing difficulty 

Disfigurement 

Walking difficulty 

Feminine appearance 

Speech difficulty 


* p<.05>.02 


to 120+ in both groups, but the median 
I.Q. was higher in the no disease group 
(96) than in the pre-schizophrenic group 
(91). At the time of referral, 25% of the 
pre-schizophrenics had juvenile court rec- 
ords, 46% had anti-social behavior but no 
court record, and 29% had only neurotic 
problems. In the no disease group, 32% 
were referred as court cases, 33% with anti- 
social behavior, and 35% with neurotic 
problems only. 


The childhood histories of the schizo- 
phrenic adults differed from those of 
adults with no disease in several important 
respects. More of the pre-schizophrenic 
group had severe infectious diseases in the 
first two years of life than did the no dis- 
ease group. They also more often had cer- 
tain physical handicaps, particularly hear- 
ing problems, (a difference between the 
two groups which approached statistical 
significance), disfigurement, and difficulties 
in locomotion. The pre-schizophrenic boys 
were frequently described as having a 


feminine appearance. None of the boys in 
the no disease group were so described 
(Table 1). 

The symptoms which the schizophrenics 
presented as children were different both 
in quantity and quality from those pre- 
sented by the no disease group. They may 
be categorized as those involving the social 
or “acting out” sphere, and other psychia- 
tric symptoms. The most characteristic fea- 
ture of the pre-schizophrenics in the 
“acting out” sphere was the presence of 
physical aggression, and a second differ- 
entiating symptom was pathological lying 
(Table 2). This latter is defined as telling 
unbelievable and untrue stories without a 
rational motive (not lying to protect them- 
selves nor to involve others in trouble). 
Other symptoms in the “acting out” sphere, 
while not significantly more frequent than 
in the no disease group, merit comment 
because they are different from those ordi- 
narily expected in the pre-psychotic schizo- 
phrenic personality. More than half of the 
pre-schizophrenic youngsters were con- 
sidered incorrigible and disobedient. More 


TABLE 2 


ANTI-SocIAL SYMPTOMS 


Symptoms 


Pre-Schizophrenic 


N 


Physical aggression 

Pathological lying 

Vandalism, destructiveness, arson 
Vagrancy, runaway 
Non-physical aggression 
Incorrigibility 

Juvenile arrests 

Sexual 


14° 
8° 
8 
10 
13 
15 
16 
6 


* p<.001 
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than half (57%) had a juvenile arrest record 
(not necessarily at the time of referral, but 
at any time during their childhood or 
adolescent years). More than one-third 
were runaways. 

While only slightly more of the pre- 
schizophrenic group exhibited some kind 
of anti-social behavior than did the no dis- 
ease group, the pre-schizophrenics ex- 
pressed this behavior in a greater variety 
of social relationships, including relation- 
ships with their parents, siblings, con- 
temporaries, and adult authority figures. 
In the pre-schizophrenic group, 57% showed 
anti-social behavior in 3 or more kinds of 
relationships, as compared with 33% of the 
no disease group (p<.05). 

Many symptoms other than anti-social 
ones occurred in the pre-schizophrenic 
child. The physiological function of eating 
(appetite and food preferences) was more 
often disturbed in the pre-schizophrenic 
group than in the no disease group (Table 
3). While sleeping disturbances were more 
common in the pre-schizophrenic group, 
the amount of difference from the no dis- 
ease group falls just short of the 5% level 
of significance. The so-called neuropathic 
traits (nailbiting, eneuresis, thumbsucking ) 
occur in about one-fourth of the children of 
each group, and do not differentiate the 
groups. 

The more characteristically psychiatric 
symptoms which occurred in the pre- 
schizophrenic more frequently than in the 
normal group were definite fears and 


phobias, tics and mannerisms, feelings of 
depression and chronic unhappiness. None 
of the no disease group was described as 
being depressed or chronically unhappy. 
Odd ideas and paranoid trends occurred in 
one-third of the pre-schizophrenic group 
and were not described at all in the normal 
group. For the most part these “odd ideas” 
were vaguely paranoid ideas such as a 
feeling that other people were never hon- 
est, and that other people thought the 
patient had germs. None of the pre-schizo- 
phrenic group was definitely diagnosed as 
psychotic at the time of his clinic contact, 
but there was some suspicion on the part 
of the examining physician, based _pri- 
marily on the expression of odd ideas, that 
3 of the pre-schizophrenic group might be 
psychotic youngsters. A striking finding in 
the pre-schizophrenic group was that they 
were much more often over-dependent 
on their mothers. This over-dependence 
was evident in very gross ways, e.g., the 
patient’s being afraid to let the mother out 
of his sight for fear she would die. Evidence 
of mood disturbances, worrying, brooding, 
and rumination, occurred more often in 
pre-schizophrenics. 

Several features which have been re- 
ported as typical of pre-schizophrenia 
occurred no more frequently in this group 
than in the no disease group. Among these 
are the symptoms of restlessness, distract- 
ability, inattention, low energy, laziness, 
fatigue and sensitiveness(2). Nor was the 
high incidence of retarded development 


TABLE 3 


OrHER SYMPTOMS 


Symptoms 


Pre-Schizophrenic 


Over dependent on mother 
Worried, brooding 

Somatic symptoms 

No appetite, poor eating, etc. 
Cold, unaffectionate 

Odd ideas, paranoid ideas 
Depressed, unhappy 
Suicidal ideas 

Tics, mannerisms 

Sleep disturbance 


+ p<.001 
¢p<.01 
* p<.05 
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in schizophrenic children, reported by 
others, found(3). Among these patients, 
the rate of retarded development was 14%, 
only slightly greater than in the no disease 
group (5%). Speech difficulties were the 
most common abnormalities in both groups 
and were not different in their rate of 
occurrence. Since stammering and stutter- 
ing were the most commonly described 
speech difficulties in both groups, speech 
difficulties in the pre-schizophrenics do 
not resemble the ones described for au- 
tistic children(4). 

Overt sexual problems were not an 
important source of difficulty for the pre- 
schizophrenic children. While there were 
a few incidents of perversion (homosex- 
uality, rape and incest) in both groups, 
79% of the pre-schizophrenic group had no 
difficulty in the sexual area. Eighteen per- 
cent of the no disease group had non- 
marital heterosexual relations, whereas 
this kind of sexual experience occurred 
not at all in the pre-schizophrenic group. 
It should be remembered that most of the 
subjects in both groups were boys. The 
association found between “normal” hetero- 
sexual relationships and adult psychiatric 
health cannot be assumed for the girls 
seen. In contrast, many of the girls referred 
to the clinic were referred primarily be- 
cause of heterosexual activities, and have 
a high incidence of psychiatric disease as 
adults, 

Almost three-fourths of the children in 
both groups had some school problems, 
chiefly retardation and/or truancy. The 
school, however, was the referral source 
in less than 15% of either group, and learn- 
ing problems were the chief reason for 
referral in the same small percentage. It 
seems to be typical of children with be- 
havior difficulties that they have school 
problems no matter what their diagnoses 
or eventual outcome. 

Total Number of Symptoms. The total 
number of all types of symptoms found 
in the pre-schizophrenic group was much 
greater than in the no disease group, as was 
the total number of areas these symptoms 
involved. The pre-schizophrenics had 10 or 
more symptoms each in 64% of the cases, 
while only 33% of the no disease group had 
this many symptoms. The median number 


of symptoms of all kinds was 11 in the 
pre-schizophrenics, and 6.9 in the no dis- 
ease group (Table 4). 


TABLE 4 
NuMBER OF SYMPTOMS 


Number of 
Symptoms 


Pre- 
Schizophrenic 
N % 
1-4 1 4 
5-9 9 32 
10-14 1l 39 
15-19 6 21 
20-24 0 0 


25 or more 1 4 


Median number of childhood symptoms in the pre- 
schizophrenic = 11.0 

Median number of childhood symptoms in the no 
disease = 6.9 


In an attempt to summarize problem 
behavior, areas of the patient’s life in- 
volved were classified in 11 categories. 
These were the areas of eating, sleeping, 
personal cleanliness, school, work, mood, 
social relationships, health and physical 
skills (speech and coordination), reliabil- 
ity, morality (respect for property, truth, 
etc.), and sex. All the children in this 
study had disturbances in at least one of 
these areas but possibly could have had 
disturbances in all of these areas. Not only 
did the pre-schizophrenic group have more 
individual symptoms than did the no dis- 
ease group, but these symptoms involved 


TABLE 5 
NuMBER OF AREAS OF DISTURBANCE 


Number 


Pre-Schizophrenic No Disease 


RACH NH|Z 


more areas of their lives (Table 5). It was 
found that 82% of the pre-schizophrenics 
had disturbances in 4 or more areas, as 
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compared with only 46% of the no disease 
group. 

Adult Adjustment. The adult arrest rec- 
ord of these two groups gives one measure 
of the fact that the pre-schizophrenic 
group continue their anti-social behavior 
long after the no disease group have given 
it up. More of them have adult arrest 
records, although they do not differ in their 
rate of juvenile arrests. If we omit traffic 
violations, only 25% of the schizophrenic 
group had no adult arrest whereas 62% of 
the no disease group had no arrests. This is 
a highly significant difference (p<.001). 
More of the pre-schizophrenics also were 
chronic offenders (3 or more arrests) even 
though many of them have been institu- 
tionalized for long stretches of time 
(39% vs. 11%; p<.01). 

It is our clinical impression, based on 
hospital records and interviews with pa- 
tients and their relatives, that most of the 
schizophrenics had the onset of their 
frankly psychotic symptoms (delusions, hal- 
lucinations) in early adult life. For a 
period, however, their acting-out behavior 
continued to be treated as criminal, with 
the result that three-fourths of them have 
been arrested and one-fourth imprisoned. 

Although the better adult adjustment 
of the no disease group is implicit in their 
diagnosis, some measure of their adjust- 
ment may be ascertained by looking at 
their rate of mental hospitalization and 
their present work record. In the no disease 
group, one patient only has ever been a 


TABLE 6 
Major OccupaTIon CATEGORIES 


patient in a mental hospital. This patient 
admitted that he and his mother lied about 
his symptoms because they preferred hos- 
pitalization to arrest and imprisonment. 
In the schizophrenic group, 20 of the 28 
have been hospitalized at some period in 
their lives. Some of these have been hos- 
pitalized repeatedly. It is of interest that 
only 6 of this group are permanent hospital 
residents. 

In the area of employment, only two of 
the men with no disease are temporarily 
unemployed because of some physical ill- 
ness while all the women in the no disease 
group are functioning adequately as house- 
wives. The two schizophrenic women are 
hospitalized. Of the schizophrenic men who 
are not permanent hospital residents, three 
are unemployed and presumably unem- 
ployable. There is no striking difference in 
the major categories of occupations in 
which the schizophrenic patients and the 
no disease group are employed (Table 6), 
except that the schizophrenics more often 
maintain employment where they are com- 
paratively protected from competitive 
standards by self-employment or provisions 
of job tenure. They are however, con- 
spicuously less successful if one considers 
income as a measure of occupational at- 
tainment. (Table 7). 


Discussion 
This paper describes a distinctive pat- 


tern of symptoms which occurs in the 
childhood histories of people who become 


Occupation Non-Hospitalized Schizophrenic No Disease 
(excluding housewife) 
Self-employed 22% 27% 
(or by family member) 
Truck-driving, service man 6 12 
(semi-independent) 
Construction (short duration) 5 6 
Closely supervised in private 28 48 
enterprise 
Government 28 4 
Independent Salesman we 3 
Unemployable 11 
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TABLE 7 


INCOME IN Mayor OccuPATION CATEGORIES 


Income 


Schizophrenic 


Self-employed 


Under $80/week 
$80-$100/week 
Over $100/week 
No information 


Supervised, private industry 


Under $80/week 
$80-$100/week 
Over $100/week 
No information 


Government 


Under $80/week 
$80-$100/week 
Over $100/week 


Salesmen (Outside) 
Over $100/week 


(N=4) 
75% 


100% 


(N=2) 
100% 


adult schizophrenics. The data described 
show that in contrast to the no disease 
group the pre-schizophrenics had a greater 
number of childhood symptoms and their 
behavior problems involved more areas of 
their lives. The most striking factor in 
their histories is that they had more anti- 
social behavior of many kinds, including 
physical aggression, incorrigibility, vandal- 
ism and pathological lying. They more fre- 
quently had difficulties simultaneously at 
home, at school, and in their social re- 
lationships with their siblings and con- 
temporaries. The no disease group typically 
had difficulties in fewer areas. The all- 
pervading nature of the symptoms in the 
pre-schizophrenic child not only differ- 
entiated them from the no disease group, 
but accentuated the seriousness of their 
first recognized disturbance. Half of the 
children who became schizophrenics as 
adults had some police difficulties or ju- 
venile court records at the time of referral 


or were later arrested as juveniles. In more 
than one-half of those who became schizo- 


phrenic repeated arrests continued until 


the patients were in their middle twenties, 
when they were finally recognized as 
psychotic. Those who are now diagnosed 
no disease, in contrast, have given up their 
anti-social behavior, and many fewer have 
adult arrest records. 

The pattern of symptoms which occurred 
in the selected group of children described 
in this paper is not the set of symptoms 
typically ascribed to pre-psychotic schizo- 
phrenics. Few authors have emphasized 
the presence of anti-social behavior in 
the pre-schizophrenic or schizophrenic 
child(3). Since the data presented here 
indicate that this behavior pattern can 
exist in the pre-schizophrenic child, recog- 
nition of this fact would seem to be the 
first important step in the psychiatric rather 
than penal treatment of pre-schizophrenic 
individuals showing such behavior. 
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SUMMARY AND CONCLUSION 

A 30-year follow-up study of 526 chil- 
dren seen in a child guidance clinic shows 
that of the 284 so far interviewed, 10% 
were diagnosed in adult life as schizo- 
phrenic and 20% were diagnosed as no 
disease. The childhood histories and adult 
adjustment of the schizophrenic and no 
disease groups are compared. This com- 
parison shows the following : 

1. In childhood the schizophrenic group 
have more symptoms of all kinds than the 
no disease group including a large number 
of anti-social symptoms. 

2. More areas of function were dis- 
turbed in the pre-schizophrenic child than 
in the child who in adult life had no psy- 
chiatric disease. 

3. As adults the schizophrenics have a 


higher rate of mental hospitalizations than 
the no disease group. 

4. The schizophrenic adults have a 
higher arrest rate than the no disease 
group. The schizophrenics are consequently 
often treated as criminals rather than 
mentally ill persons. 
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AN APPROACH TO THE PROBLEM OF HOMOSEXUALITY IN THE 
MILITARY SERVICE * 


LOUIS JOLYON WEST, M.D.?, WILLIAM T. DOIDGE, Pu.D.’, anp 
ROBERT L. WILLIAMS, M.D.‘ 


Since ancient times there have been at- 
tempts to utilize the homosexual person in 
time of war. In fact, certain types of homo- 
sexuality were encouraged in the armies of 
Greece during the Golden Age, and some- 
times entire units of homosexuals per- 
formed with outstanding gallantry. In mod- 
ern times, however, the occasional efforts of 
various nations to employ homosexual 
units in their armies and navies have not 
been successful. The Armed Forces of the 
United States do not officially accept a 
homosexual. In fact, during the last 5 years 
governmental policies concerning homo- 
sexuality have become much more puni- 
tive. Special military regulations have ap- 
peared, placing more emphasis on the 
necessity for identifying and disposing of 
the homosexual person. It is the purpose 
of this paper to review briefly the present 
situation, and to suggest a new approach 
that could lead to improvements from 
medical, military, and humanitarian points 
of view. 

Medical regulations(1) classify homo- 


1 Read at the 112th Annual Meeting of the Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2 Professor and Head, Department of Psychiatry, 
Neurology, and Behavioral Sciences, University of 
Oklahoma School of Medicine and University Hos- 
pitals, Oklahoma City. 

8 214 Bridget Court, San Antonio, Tex. 

4Clinical Associate Professor of Neurology, George- 
town University Medical School, Washington, D. C. 

5In 1951 the Department of Defense directed the 
military services to institute special regulations con- 
cerning homosexuals. The present paper refers to 
Air Force regulations for which the Army and Navy 
have counterparts. The new regulations were an 
outgrowth of the political climate of 1950. Breaches 
of security in the State Department were alleged to 
have occurred as a result of the special risks posed 
by homosexual employees. The Senate Investigation 
Sub-Committee on Expenditures in the Departments 
made its unprecedented investigation and widely- 
publicized report on the subject in 1951. The Armed 
Forces had previously handled cases of homosexuality 
by quiet local investigations and prompt discharge 
(under existing administrative regulations) of those 
individuals found to be definitely homosexual. 
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sexuality as a symptom complex sometimes 
seen in schizophrenic and obsessional re- 
actions, but usually including cases former- 
ly classed as “psychopathic personality with 
pathologic sexuality.” Standards for enlist- 
ment(2) do not specifically mention homo- 
sexuality, although they specify that “per- 
sonalities usually classed as normal (show ) 
conventional attitudes toward sexual prob- 
lems.” Standards for commission(3) are 
somewhat vague. They state, “Sexual devi- 
ation, including latent and overt homo- 
sexuality, transvestism, are unacceptable.” 
Then they go on to say, “History of uncon- 
scious or conscious mild, latent, deviate 
sexual tendencies, easily controlled, are not 
disqualifying in stable individuals.” 

The regulation covering psychiatric con- 
ditions(4) describes the homosexual as a 
well-developed long-standing pathological 
personality classified under character and 
behavior disorders. But individuals diag- 
nosed as character and behavior disorders 
may not be separated under medical regu- 
lations, regardless of the type or severity of 
the disorder. They may receive a General 
Discharge®, as unsuitable(5), if they are 
merely inept, unstable, unadaptable, or 
markedly immature. Individuals with more 
serious behavioral disturbances are dis- 
charged as unfit(6), receiving an Undesir- 
able Discharge’. 

AFR 35-66 is entitled Discharge of 
Homosexuals(7). This regulation states : 
“Homosexuality will not be permitted in 
the Air Force and prompt separation of 
true, confirmed, or habitual homosexuals 
is mandatory.” The regulation describes 
3 classes of homosexuals : Class I (serious 
offenders using force, fraud, or intimidation 
or seducing a minor. Such cases are usually 
tried by general court martial, and are 
usually sentenced to imprisonment, fine, 


6A General Discharge is “under honorable con- 
ditions,” resembles the Honorable Discharge. 

TAn Undesirable Discharge is “under conditions 
other than honorable,” resembles the Bad Conduct 
Discharge ard Dishonorable Discharge. 
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and punitive discharge) ; Class II (“Cases 
wherein personnel have wilfully engaged 
in one or more homosexual acts or where 
the evidence supports proposal or attempt 
to perform an act of homosexuality, which 
do not fall into the Class I category.” Such 
cases usually receive an Undesirable Dis- 
charge, with their homosexuality indicated 
on the discharge paper by referring to 
AFR 35-66. The vast majority of all cases 
separated under the new regulations fall 
into Class II) ; and Class III (those cases 
wherein personnel exhibit, profess or ad- 
mit homosexual tendencies or habitually 
and knowingly associate (sic!) themselves 
with true confirmed homosexuals and 
wherein there are no specific homosexual 
acts or offenses). 

AFR 35-66 further states : “Every mem- 
ber of the military service will consider it 
his duty to report to his commander any 
facts concerning overt acts of homosexual- 
ity by any other person which may come to 
his attention.” A commander who receives 
information indicating that a person in his 
command possesses homosexual tendencies 
or has ever engaged in an act of homosexu- 
ality must report the information to the 
Office of Special Investigation (OSI). The 
OSI then conducts an extensive investiga- 
tion. Upon completion of the OSI investiga- 
tion a medical evaluation is obtained “to in- 
clude, if feasible, a psychiatric study.” Any 
physician or psychologist who learns of the 
existence in a patient of homosexual ten- 
dencies, or a history of a homosexual act 
at any time in the past, is duty-bound to 
report it to administrative officials. Need- 
less to say, this requirement is a source of 
great distress to psychiatrists, and leads to 
considerable soul-searching. 

Officers falling into Class IT or Class III 
are usually given the opportunity to resign 
“for the good of the service” in lieu of other 
action against them. Enlisted men, how- 
ever, must either meet a board of officers 
or (waiving the right to appear before a 
board ) apply for an Undesirable Discharge. 
Although the regulation permits retention 
of heterosexual individuals who under un- 
usual circumstances have committed a 
homosexual act, it is relatively uncommon 
for such a person actually to be retained. 
As the GAP report of January 1955(8) 


points out, discharge of personnel actually 
suitable for retention often results from 
failure to distinguish individuals who have 
engaged in relatively insignificant homo- 
sexual acts, from the “true, confirmed, 
habitual homosexuals.” 


STUDY OF HOMOSEXUALITY AT A MILITARY 
PSYCHIATRIC CENTER 


At a large Air Force psychiatry clinic, 
during the 4-year period 1952-56, 458 mili- 
tary personnel (16% females) were ex- 
amined during the course of investigations 
for homosexuality. Table I summarizes the 
psychiatric evaluations of these individuals. 


TABLE 1 
RESULTS OF PSYCHIATRIC EXAMINATION OF 458 
PERSONS UNDER INVESTIGATION FOR HOMO- 
SEXUALITY 
Routine Certificate 74.6% 
Immaturity Reaction 12.2 
Other Character and 
Behavior Disorders 6.6 
Homosexuality 3.5 
Psychoneurosis 1.5 
Psychosis 0.9 
Mental Defective 0.7 


In 75% of cases no diagnosis was made 
and a routine certificate was prepared, in- 
dicating that the subject had been found 
able to distinguish right from wrong and 
to adhere to the right, able intelligently to 
cooperate in any proceedings concerning 
him, and in sufficiently good mental health 
so that a medical discharge was not in 
order. Of this group some were persons 
who had confessed a homosexual act or 
who had been apprehended in such an act. 
Many were not true homosexuals, but were 
sufficiently incriminated to make their dis- 
charge as undesirable virtually a foregone 
conclusion ; a good number were persons 
who had been named as suspects but 
against whom there was no real evidence 
and who should clearly be retained. Re- 
tention was specifically urged in 69 cases 
in which it seemed that a psychiatric 
recommendation to this effect might be 
needed to resolve the issue. In a few cases 
it seemed worthwhile to confirm the diag- 
nosis of homosexuality. A diagnosis of char- 
acter and behavior disorder was made in 
nearly 19% of the cases ; two-thirds of this 
group were immaturity reactions. Many of 
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these individuals were recommended for 
General Discharge, in the belief that 
their homosexual acts did not indicate 
a well-developed sexual perversion, but 
rather were minor by-products of emo- 
tional immaturity in one way or another. 

Follow-up data on these cases are in- 
complete. However, a representative sam- 
ple group of 201 cases has been followed. 
Final dispositions are summarized in Table 
2. The percentage retained (16.4%) ap- 
pears to correlate closely with the fraction 
of the total (15%) recommended by the 
psychiatrist for retention. This is mislead- 
ing, however, since many of those retained 
were clearly retainable members of the 
“routine certificate” category. A large num- 
ber of those specifically recommended by 
the psychiatrist for retention were never- 
theless separated with an Undesirable Dis- 
charge. 


TABLE 2 


FINAL DISPOSITIONS OF 201 PERSONS INVESTI- 

GATED FOR HOMOSEXUALITY 
Undesirable Discharge 
Retained 
General Discharge 
Other Administrative 
Discharges 2.0 
Resignations (Officers) 1.5 
Medical Discharge 0.5 


The careful procedures employed by the 
Air Force in processing each case are 
perforce time-consuming. In 141 cases it 
was possible to determine the elapsed time 
from the completion of the OSI investiga- 
tion (itself often several months long) to 
the date of separation. This period ranged 
from 1 to 15 months, with an average wait 
of 5 months. During this period the accused 
was usually om casual status, in a special 
barracks with assorted sexual and other 
offenders awaiting separation from the 
service. These men were assigned to work- 
details, but were almost never permitted to 
continue their regular duties. 

A special study was undertaken in the 
psychiatry clinic over a 9-month period be- 
ginning in July, 1955. One hundred fifty 
individuals, including all referrals for homo- 
sexuality, were carefully examined by a 
team of psychologists, a psychiatric social 
worker, and a psychiatrist. On the basis of 


74.6% 
16.4 
5.0 


psychiatric history and examination, the 
subject was rated on a heterosexual-homo- 
sexual continuum using the scale employed 
by Kinsey, Pomeroy, and Martin(9). Cri- 
teria in making the ratings included overt 
experience with and without orgasm, mas- 
turbation fantasies, content of sexual 
dreams and day-dreams, parent-figure iden- 
tifications, mannerisms, etc. Each subject 
was given a battery of psychological tests 
including the Rorschach, Minnesota Mulkti- 
phasic Personality Inventory (MMPI), 
Blacky Pictures, Farber Anxiety Scale, 
Self-concept Inventory (Worchel), and 3 
tests devised especially for this study: 1. 
Food Aversion and Preference Scale; 2. 
Sexual Identification Survey ; and 3. Homo- 
sexual Homonyms. 

Details of method and results will be re- 
ported elsewhere. However, there were 
certain observations worth noting here. To 
begin with, most of those subjects presumed 
to be homosexual on the basis of their 
original referrals admitted some homosex- 
ual behavior. However, only 25% were 
predominantly homosexual. The others 
were primarily heterosexual, although a 
few were more than incidentally homo- 
sexual, and a few others were malingering. 
The latter were mostly homesick adoles- 
cents who had heard that “they'll send you 
home if you tell them that you're a homo- 
sexual.” 

Most of the gross psychopathology was 
concentrated in the 25% who were ex- 
clusively or predominantly homosexual, as 
established by OSI investigation, and 
usually freely admitted to the psychiatric 
examiner. Such individuals were usually 
diagnosed severe psychoneurosis or char- 
acter disorder. They all obtained signifi- 
cantly pathological scores on most of the 
psychological tests. The remaining 75% 
(predominantly heterosexual persons) did 
not deviate significantly from a control 
group of airmen awaiting separation for 
various administrative reasons, and devi- 
ated only slightly from a group of healthy 
controls who had no gross adaptational 
difficulties. Many of the 75% were deemed 
good candidates for retention; others 
seemed to deserve no worse than a General 
Discharge, as unsuitable because of im- 
maturity. 
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Discussion 


In our experience the psychiatrist, the 
psychologist, the legal officer, and the 
thoughtful military leader share certain 
reservations about the current approach 
to homosexuality in the military service. 

l. The present method fails sufficiently 
to distinguish the “true” homosexual from 
the “incidental” homosexual and the “acci- 
dental” homosexual. 

A confirmed homosexual differs from 
a person who, by chance or transient 
impulse, engages in an isolated homo- 
sexual act. Yet nearly everyone who 
admits a single homosexual act, or who is 
proved to have performed or attempted 
such an act, is called a Class II homosexual 
and is highly likely to receive an Unde- 
sirable Discharge. Thus the same fate may 
await the basically normal 17-year-old re- 
cruit caught in homosexual horseplay in the 
shower room, as awaits the experienced 
predatory homosexual who seduces re- 
cruits. 

Case 1. Airman E was a 17-year-old basic 
trainee who, like most trainees, slept nude or 
in his underwear. One hot midsummer night 
he was asleep with no covers and was seen 
by a homosexual barracks guard to have an 
erection. The guard performed an act of fel- 
latio on the sleeping recruit. E, awakening as 
ejaculation began, was bewildered for a mo- 
ment. Then he struck the guard, called the 
sergeant in charge, and reported the incident. 
Both E and the guard were immediately re- 
moved from the flight and a complete OSI in- 
vestigation was begun. For 3 months E re- 
mained in the casual barracks with an assorted 
group of minor criminals, ne’er-do-wells, and 
homosexuals, including the former guard. 
Despite a psychiatric report stating that E 
appeared to be normal and urging his re- 
tention in the service, he finally received an 
Undesirable Discharge. 

2. Valuable personnel may unnecessarily 
be lost to the Service. 

Case 2. Aviation Cadet A was top man in 
his unit, and had a very promising future as 
a fighter pilot. He was basically heterosexual, 
had a lovely fiancee, had never engaged in 
homosexual activity other than some mutual 
masturbation around the onset of puberty. 
One Saturday night he drank too much beer 
with Cadet Z. Weaving up the barracks stairs, 
Cadet Z appeared to fall. When A leaned over 
to help him, Z reached up, unzipped A’s trous- 


ers and took A’s penis in his mouth. A im- 
mediately pushed Z away, went to his room, 
and, after consulting his roommates, told his 
superiors about Z. Z admitted his homosex- 
uality. A and Z were both immediately re- 
moved from the Cadet program. After 5 
months on casual status, A was given an Un- 
desirable Discharge despite the protests of his 
commander, and despite a psychiatrist's 3-page 
certificate describing A as a highly superior, 
sexually normal individual, strongly recom- 
mended for retention in the service and restor- 
ation to the Cadet program. A follow-up letter 
from A disclosed that he was doing manual 
labor far from his home, to which he could not 
bring himself to return. With his Undesirable 
Discharge (specifying the “homosexual” regu- 
lation under which he was separated) he could 
not get a better job. 

3. Safeguards for the individual seem at 
times to be i 

The person who is accused of homo- 
sexuality faces a grave danger. Not only 
is his good name at stake, but his ability 
to earn a living is threatened. If he 
is returned to civilian life with an Un- 
desirable Discharge, his employability is 
jeopardized, not merely because govern- 
mental and military jobs are closed to him, 
but because most employers insist on see- 
ing a job-hunter’s discharge papers. The 
person discharged under AFR 35-66 not 
only must reveal that his discharge was 
under conditions other than honorable, but 
his Report of Separation (Defense Depart- 
ment Form 214), specifically states the 
reason and authority (regulation number) 
for separation. In other words, he is 
branded as a homosexual. This possibility 
is a terrible threat to any person. If he is 
primarily heterosexual and falsely accused 
or innocently involved, or if his participa- 
tion in a homosexual act represents some- 
thing other than the presence of a true 
sexual perversion, the severity of the threat 
is obviously excessive. 


The ordinary protections of a civilian 
courtroom are not provided for the soldier 
accused of homosexuality. He may never 
know who has accused him, and he may 
never see any of the evidence against him. 
AFR 124-1, 12 July 1951, 7, b, states: 

. at no time will reports of investiga- 
tions be delivered or shown to any subject 
of such investigation (for homosexuality ) 
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..» This has been interpreted to mean 
that, in any proceedings where OSI reports 
of investigation are to be admitted as docu- 
mentary evidence in support of the pro- 
ceedings, neither the respondent nor re- 
spondent’s counsel] will be permitted access 
to them. 

The following case demonstrates the de- 
gree to which the mere accusation of homo- 
sexuality can harm a man. 

Case 3. Basic Airman John J. Doe was 
abruptly removed from duty and sent to the 
casual barracks to await the completion of an 
OSI investigation for homosexuality. He des- 
perately attempted to discover why he was 
sus but several weeks passed and he was 
unable to do so. He developed severe anxiety 
with insomnia, anorexia, palpitations, and 
diarrhea. Finally he sought psychiatric assist- 
ance. The psychiatrist discovered that a known 
homosexual had recently named several con- 
tacts in John J. Doe’s group, including Airman 
John X. Doe, who had meanwhile been trans- 
ferred. The homosexual admitted that John 
J. Doe was not the man he had meant. Never- 
theless, 3 more months went by before the 
investigation, having been initiated, was finally 
completed and John J. Doe was restored to 
duty. Meanwhile, word had gone back to his 
home town, by grapevine, that he had been 
found out to be a homosexual. His financee 
broke off their engagement. His emotional 
reaction to this was so severe as to require 
psychiatric hospitalization. He felt that he 
would never be able to go home again, and 
that he was stigmatized for life. 

4. Serious inequities may result from fac- 
tors of time and place. 

Within the Armed Forces there are con- 
siderable variations in policies concerning 
homosexuality. Although these differences 
are not as great as can be found among 
the various states of the United States, they 
are sufficient to make the outcome of a 
given case dependent in part on the time 
and place. 

Case 4. Sgt. W. was celebrating his separa- 
tion from service in 1950 by drinking with 
Sgt. Y. The two intoxicated friends encoun- 
tered a Lieutenant who invited them to stay 
with him at a hotel rather than to return to the 
base. At the hotel the Lieutenant performed 
an act of fellatio on each of the inebriated 
= gate Sgt. W. was dimly aware of what 
had happened. The next morning he wrote a 
report of the incident and took it to the Provost 
Marshall. The Lieutenant proved to be homo- 
sexual and resigned “for the good of the 


service.” The Sergeant was commended. He 
was not held or even investigated and soon 
(since his enlistment was up) left the service. 
Several months later the Sergeant re-enlisted 
to serve in Korea, which he did with dis- 
tinction. In 1954, having become a Master 
Sergeant, he successfully applied for Officer 
Candidate School in order to advance himself 
and earn a better living for his wife and two 
children. He was half way through the course 
—doing very well—when his role in the old 
1950 investigation for homosexuality was dis- 
covered in the records. Despite a psychiatric 
certificate stating that the man was not a 
homosexual he was removed from the school 
and, after a prolonged investigation and many 
unsuccessful pleas on his behalf by everyone 
who knew him, was separated from the 
service with a General Discharge after 8 
years of outstanding service. Only the most 
vigorous representations by several high-rank- 
ing officers prevented him from receiving an 
Undesirable Discharge. 

5. Medical factors may not always re- 
ceive sufficient consideration. 

Unless a man is legally insane, it is never 
certain that a psychiatric disorder, however 
much it may extenuate the patient’s sup- 
posed perversion, will receive the type of 
consideration that it deserves. 


Case 5. Technical Sergeant D. was a vet- 
eran of World War II and of Korea, with 
numerous citations and awards. Since World 
War II, D had suffered from psychiatric symp- 
toms including obsessive ruminations, com- 
pulsions, phobias, feelings of anxiety, depres- 
sion, and guilt. After the Korean War, between 
enlistments, he became homosexually involved 
(for the only time in his life) in a brief affair 
with an older man. After re-enlisting his 
symptoms became worse. He began to brood 
about his homosexual experience and finally, 
in a state of marked anxiety and with mor- 
bidly self-punitive guilt feelings, he went to 
the nearest military hospital and demanded 
to be locked up, stating, “I am a sexual per- 
vert.” An OSI investigation was begun. Mean- 
while, examination revealed him to be suffer- 
ing from a severe psychoneurotic illness. He 
met a medical board which recommended 
Honorable Discharge under medical regula- 
tions. This recommendation was shelved, how- 
ever, and after 7 months of delay the sergeant 
received an Undesirable Discharge as a homo- 
sexual. 


6. The psychiatrist may find himself in a 


dilemma, because of conflicting respon- 
sibilities. 
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Case 6. Basic Airman H, who has been in 
the Air Force a month, comes to the psychia- 
trist as a self-referral. He asks if he may speak 
in confidence. On being reassured, he tells the 
doctor that he is very disturbed by the all- 
male environment, and fears the strong homo- 
sexual impulses (previously acted out) which 
he impulsively joined the Air Force to escape. 
The psychiatrist decides that the patient is 
immature and emotionally unstable. He calls 
the patient’s commander and recommends 
prompt General Discharge for unsuitability ; 
this might take only two or three weeks. But 
the commander is new and doesn’t know the 
psychiatrist personally; he doesn’t see too 
much wrong with the airman. Therefore he 
fails to act on the doctor’s recommendation. 
Gradually the patient’s symptoms become 
worse and he develops a full-blown panic 
reaction, for which he must be hospitalized. 
Technically speaking, the patient now suffers 
from a service-connected psychiatric condition. 
The psychiatrist does not wish to report him 
as a homosexual for medical-ethical reasons, 
and also because he feels that nothing will be 
gained by retaining the man for a prolonged 
expensive investigation to prove what is al- 
ready known. At the same time he hesitates 
to separate the man for a service-connected 
anxiety reaction because he feels that the 
responsibility for the disability should not 
rest with the government. He is not permitted 
to initiate a General Discharge for the patient 
who is unsuitable because of a character dis- 
order cr immaturity reaction. His only alterna- 
tive is to diagnose a “medical” psychiatric 
condition, such as anxiety reaction, existing 
prior to service (EPTS). If he does this, the 
patient receives an Honorable Discharge un- 
ar and the doctor has distorted the 
truth. 


7. The prolonged procedures are stressful 
and expensive. 

Many homosexuals are markedly un- 
stable individuals whose mental health is 
a precarious matter at best. The stresses of 
prolonged investigation and the anticipa- 
tion of inevitable punitive discharge are 
sometimes too much for them. It is not in- 
frequent for such persons to develop acute 
disorganizations or severe neurotic reac- 
tions requiring hospitalization. Since it is 
a foregone conclusion that these homo- 
sexuals must leave the service anyway, it 
would appear that a considerable saving 
might accrue to the government—in hos- 
pitalization costs as well as wasted pay and 


ordinary maintenance—if prompt disposi- 
tion could be made. 

Lengthy OSI investigations are also quite 
expensive. In certain instances (breaking 
up a homosexual ring, for example), they 
may be justified. But in many cases (e.g. 
the 17-year-old recruit who naively admits 
experiencing mutual masturbation at 15; 
the effete youth who is accused of homo- 
sexuality “because he looks like a queer” ; 
the clear-cut homosexual who becomes 
panicky after two weeks in the service and 
confesses his history), it would appear 
that prompt decisions could safely be made 
on a local level without prolonged and 
costly investigations. 

8. Homosexuality may actually be stim- 
ulated in certain situations. 

Boys who are mild, latent, or inci- 
dental homosexuals, for whom a hopeful 
prognosis might be formulated in terms 
of ultimate sexual maturity, may for 
several months in the casual barracks 
be thrown into contact with actively 
practicing confirmed homosexuals (also 
awaiting discharge) who accept them 
warmly at the very time society is rejecting 
them. This may actually prove harmful with 
regard to the ultimate sexual development 
of the immature individual. The static view 
of homosexuality which obtains in the 
present system not only fails to allow for 
rehabilitation of hopeful cases, but may 
actually prevent it. 

9. Unduly punitive policies weaken 
rather than strengthen the cause of security. 

A certain number of undiscovered homo- 
sexual men and women are undoubtedly 
serving honorably in uniform at this very 
moment. Those who are relatively stable 
and discreet, and who have adjusted to 
their homosexuality, may continue to serve 
undetected. The degree to which such in- 
dividuals may or may not constitute 
security risks is not a subject that will be 
discussed in this paper. It is important, 
however, to consider the degree to which 
unduly punitive attitudes toward the homo- 
sexual may harm rather than aid the cause 
of security. If he fears that drastic punish- 
ment and official disgrace will result from 
the simple disclosure of his condition, the 
homosexual’s stability will be made more 
dubious, his efforts to conceal his nature 
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will be greater, and his susceptibility to 
blackmail will be increased. When unduly 
punitive attitudes extend to include anyone 
who might possibly engage in an isolated 
homosexual act (or be lured or tricked 
into one), a large number of individuals 
become security risks by fiat, and an ex- 
panded state of blackmailability is created. 

10. Medical-legal and _ ethical-humani- 
tarian considerations. 

One wonders about the morality and 
the ultimate legality of a procedure in- 
volving a 17-year-old boy, as a result 
of which he is permanently stigmatized 
and his life-long employability is seri- 
ously impaired. Very frequently such 
a person experiences nothing resembling 
“due process of law.” Instead he is easily 
persuaded to waive his right to appear be- 
fore a board, and he agrees to accept an 
Undesirable Discharge “because it will 
save time” or because it means that he will 
more quickly escape an intolerable situa- 
tion. Does such a person truly waive his 
rights when he signs the waiver ? Can he 
do so even if he wants to? Does a pro- 
cedure that denies him access to the ac- 
cusatory evidence violate his constitutional 
rights ? If there is a doubt about his being 
a “true, confirmed, or habitual homo- 
sexual,” should he be permitted to accept 
an Undesirable Discharge as such ? Perhaps 
most significant of all for the psychiatrist 
is the doubt that any history of homosexual 
behavior during adolescence should be 
justifiably accepted as proof that a man is 
“a true, confirmed, and habitual homo- 
sexual” without a definite psychiatric diag- 
nosis to that effect. 

It has been claimed that the new trainee 
who reports himself because of a pre- 
military history of homosexual acts is 
a fraudulent enlistee; he should have 
checked “homosexual tendencies” on his 
medical history form at the induction sta- 
tion. But intent to defraud is usually con- 
sidered to be of importance in using the ap- 
propriate regulation (AFR 39-21) to dis- 
charge such a person. Furthermore, there 
is frequently a lack of understanding by 
the enlistee regarding the meaning of 
“homosexual tendencies.” Finally. even 
were it understood, suppose everyone who 
has engaged in homosexual play were to 


report himself as having “homosexual ten- 
dencies” at the induction station! This 
might affect more than one-third of the 
candidates for enlistment. 

Approximately 25% of the picked group 
of normal controls in our special study gave 
histories of sexual “irregularities” during 
childhood and adolescence, including 
sexual contacts with parents and siblings 
(both hetero- and homosexual), with farm 
animals, and even (in three cases) with 
watermelons. These were basically well- 
adjusted 17- and 18-year-old airmen who 
were doing well in their training and who 
presented no signs or symptoms of ab- 
normality. Nearly half had at one time or 
another engaged in homosexual play. To- 
day their unfortunate counterparts, (be- 
wildered and confused in struggles with 
complicated regulations), actually no more 
“perverted” sexually than many in the nor- 
mal control group, may be found awaiting 
stigmatizing discharge certificates on many 
military bases. Most military people who 
study this problem sooner or later develop 
the hope that some modifications can be 
evolved. 


A NEW APPROACH TO THE PROBLEM 


The subject of homosexuality is presently 
under discussion by responsible medi- 
colegal groups whose purpose is to improve 
the law of the land. The American Law 
Institute at its meeting in May, 1955, voted 
35 to 24 to recommend that sodomy ke- 
tween adults “be removed from the list 
of crimes against the peace and dignity of 
the state”(10). Bowman and Engle, in 
their exhaustive review of laws pertaining 
to homosexuality(11), conclude that the 
most reasonable view is that in which 
homosexual disturbances are seen as prob- 
lems of individual morality and psychology, 
and that mutually consenting adults en- 
gaging privately in any non-dangerous 
sexual act should not be considered crimi- 
nals. 

It is not suggested that the military serv- 
ices alter their policies regarding prompt 
elimination of the “true, confirmed, or 
habitual homosexual.” Indeed, a new ap- 
proach might actually increase the effi- 
ciency of such dispositions. However, effec- 
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tive changes probably cannot originate 
with the Army, Navy, or Air Force; a 
new approach must be initiated by the De- 
partment of Defense, or, ultimately, by 
Congress. 

The following points are suggested as 
bases for a new approach to the problem of 
homosexuality in the Armed Forces. 

l. Punitive official attitudes should be 
modified. The usual rationalizations for 
punishment under the law (deterrent to 
others, a lesson to the culprit, revenge and 
protection for society) cannot be seen to 
apply very clearly to the homosexual mere- 
ly on the basis of his psychological dis- 
turbance. Military law is sufficiently broad 
to cope with any acts (such as assault, 
seduction of minors, disturbing the peace, 
unbecoming conduct, etc.) that might 
threaten the community. There are no in- 
herent requirements to punish an indi- 
vidual for having homosexual feelings. The 
stated policy of the Armed Forces is to get 
confirmed homosexuals out of the Service. 
Insofar as punitive measures impede the 
rapid expulsion of the homosexual, they 
work against security, and against the 
policy. The more elaborate the punish- 
ment, then the more time is required for 
preparation, the more safeguards must be 
taken, the more reviews must be undergone, 
the more appeals must be heard. A non- 
punitive attitude permits the objective 
selection of the most efficient means to 
accomplish the basic end: rapid separa- 
tion of the true, confirmed, or habitual 
homosexual. 

2. Extensive routine investigations should 
be eliminated. There would appear to be 
no automatic requirement for an OSI in- 
vestigation of many self-confessed homo- 
sexuals, particularly when they have re- 
cently joined the service, and when their 
alleged acts preceded enlistment. It is 
currently the responsibility of each unit 
commander to initiate action for the sep- 
aration of homosexual persons. If he were 
authorized to call the OSI only when it 
appeared that the case definitely required 
investigating, a large number of fruitless 
and wasteful investigations could be 
avoided. In many cases the commander 
and the physician can solve the problem 
with little difficulty. A man who is un- 


suitable because of his immaturity (marked 
only in part by homosexual impulses) can 
be sent home with a General Discharge 
soon after his condition is brought to 
light, just as though he were unsuitable 
because of enuresis or stuttering or lack 
of physical stamina. 

3. Separations should be on the basis of 
the primary disorder. Most of the “true” 
homosexuals are found to be suffering from 
character and behavior disorders of one 
kind or another. Current practice is to 
separate such persons as unsuitable, with 
a General Discharge, unless they have 
actually created some disturbance or have 
violated regulations, in which case dis- 
ciplinary or punitive action may be justi- 
fied. Certainly within the first 60 days of 
service General Discharges could effective- 
ly be utilized to separate those immature, 
passive-aggressive, or inadequate persons 
who happen to have homosexual symptoms 
as well as those who haven't. 

4. The special stigma should be elimi- 
nated. The use of special colors for psy- 
chiatric discharges, or the statement of 
separation under “Section 8,” was quite 
properly abandoned long ago. Nothing 
constructive is accomplished by making it 
harder for the homosexual to adjust to 
society after leaving the service, and so- 
ciety itself suffers in the long run. There is 
no necessity for specification of homo- 
sexuality as the basis for any individual’s 
separation. Some of the designations now 
in use (Undesirable, Bad Conduct, etc.) 
are stigmatizing enough, without singling 
out the homosexual for special disgrace. 

5. Investigation should be a benign pro- 
cedure. It is very traumatic for someone to 
be removed from his duty without explana- 
tion. It is even more traumatic if he is 
told that an investigation is under way 
and that he is a security risk until proved 
otherwise. It is most traumatic if others 
learn what is happening, regardless of 
eventual proof of guilt or innocence. Great 
care should be exercised to guard the 
dignity and person of the individual being 
investigated. If it is decided that he must 
be removed from his job for security rea- 
sons, a quiet transfer to a relatively insen- 
sitive assignment would seem to be in 
order. Decisions regarding housing and 
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other treatment of a person under investi- 
gation or awaiting discharge should be in 
the hands of the man’s commander, who 
can decide on the basis of the known 
ordinary behavior of the individual in ques- 
tion. 

6. Present retention policies should be 
given a fair trial. AFR 35-66 at present 
provides for the retention of many indi- 
viduals who, not being homosexuals, have 
on some occasion been party to a homo- 
sexual act. However, by the time retention 
is finally decided upon, the patient may 
be ready for the hospital because of the 
strain and prolonged uncertainty. A pos- 
sible modification of procedure would 
make retention a matter of local decision, 
without the necessity for review in Wash- 
ington, in a Class II or III case when: 
l. The commander decides the man is 
worthy of retention, 2. The investigation 
(if any) fails to reveal any information of 
counter-intelligence significance, and 3. 
The psychiatrist gives the necessary clear- 
ance. Such retention might be on a trial-of- 
duty basis, with the subject’s dossier to 
be shelved after a 6-month period of satis- 
factory performance of duty. Formal policy 
statements should encourage the rentention 
of the basically heterosexual individual 
who is well motivated for service, relatively 
stable, and whose isolated homosexual act 
is a result of inexperience, immaturity, 
undue pressure by older or higher-ranking 
persons, experimentation, intoxication, and 
the like. The statement of the psychiatrist 
in these cases should be given particular 
weight, and his analysis of the significance 
of a given homosexual act should be an 
important basis for disposition. 

It is calculated that nearly $15,000 is re- 
quired to induct and train a basic airman. 
A skilled technician may be worth as much 
as $80,000 to the government in terms of 
replacement costs. A highly qualified jet 
pilot may be worth $500,000. If the very 
modest figure of $25,000 be estimated as 
the replacement cost of the average homo- 
sexual suspect throughout the service, the 
government will save one million dollars 
for each 40 suspects retained. If a more 
scientific evaluation of the suspect as a 
“homosexual” is accepted as the basis for 
retention or separation, hundreds can be 


retained. That this is a conservative esti- 
mate will be appreciated when it is realized 
that 4,380 cases involving charges of sexual 
perversion were handled by the Armed 
Services from January 1, 1947 to October 
31, 1950 (8), and it is unofficially estimated 
that nearly 10,000 cases were handled from 
November 1, 1950 to December 31, 1955. 

The further economies that would result 
from curtailment of unnecessary, pro- 
longed, and expensive special investiga- 
tions under the approach recommended 
above is difficult to estimate, but there is 
little doubt that savings would run into 
seven figures. In addition, the simplified 
non-punitive disposition of routine cases of 
homosexuality would certainly represent 
a great saving in time and trouble, as well 
as money, for the government. The saving 
in terms of prevention of suffering for the 
patients involved—and a psychiatrist cannot 
help viewing these unfortunate individuals 
as patients—can never be measured in dol- 
lars and cents. 


SUMMARY 


The problem of homosexuality in the 
Armed Forces is briefly discussed. A cri- 
tique of the present approach to the prob- 
lem is offered. In the light of observations 
made in a controlled clinical study, and a 
review of four years’ experience with 458 
cases, a number of suggestions are offered 
for a new approach. These include: 1. 
Modification of punitive official attitudes ; 
2. Elimination of routine extensive investi- 
gations ; 3. Establishment of the primary 
disorder as the basis for discharge ; 4. Elim- 
ination of the special stigma ; 5. Utilization 
of benign investigation procedures; and 
6. Fulfillment of present potentially liberal 
retention policies. 
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IPRONIAZID CHEMOTHERAPY IN MELANCHOLIA' 


THEODORE R. 


In April 1957 at the APA research meet- 
ing in Syracuse, Nathan Kline and his co- 
workers announced that they were having 
real success in overcoming melancholia by 
the use of Marsilid, the trade name for 
Hoffmann LaRoche’s chemical iproniazid. 
Kline and his co-workers categorized this 
chemical which had been used 5 years be- 
fore in treating tuberculosis as a psychic 
energizer. My relatively brief experience 
(6 weeks) with the drug at that time had 
already convinced me that a chemical had 
been discovered that could reverse the 
severe mental depressions we so frequently 
observe in human beings. 

Accordingly, I adopted a policy of giving 
each new melancholy patient a trial course 
of Marsilid therapy,’ provided ample super- 
vision of suicidal patients was assured, and 
if the suicidal aggressiveness could be con- 
trolled by those supervising the patient. I 
have been astonished to see how many 
severely or moderately depressed persons 
can be returned to a normal state of well- 
being on this chemotherapeutic regime, 
without resorting to ECT. By November 
(8 months later) I had concluded that the 
judicious use of this drug, with proper safe- 
guards, could reduce the need for ECT by 
as much as 50% and even 60 or 70% as we 
learned more about its use and advantages. 

My data suggest that 53 out of 87 cases, 
who have received Marsilid, have had ECT 
obviated by this therapy (even better than 
50%). (See Graph 1.) 

I have not been oblivious to the possi- 
bility that some aggressively suicidal per- 
son may outwit the supervision and succeed 
in self-destruction because it is now well 
known that many persons taking Marsilid, 
even on a beginning dosage of 150 mgs. 
daily, do not experience the desired im- 


1 Read at the meeting of the Society of Biological 
Psychiatry, San Francisco, May 10, 1958. 

2 Address : 676 Parke Ave., East Orange, N. J. 

8 Generous quantities of iproniazid (Marsilid 
Roche) were supplied to the author for this study 
by Hoffmann-LaRoche, Inc., Nutley, N. J. and of 
pyridoxine and panthenol for supplemental studies. 
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provement for at least 3 or 4 weeks. We all 
know that the field we practice in is a pre- 
carious one. One of my colleagues reported 
that a patient who came to his office severe- 
ly depressed, for whom he emphatically 
advised ECT which was refused by patient 
and family, was given Marsilid as a second 
best procedure. The patient, however, ac- 
complished suicide in the next 24 hours. 
Obviously, Marsilid cannot help any person 
out of a depression in so short a period. The 
fact that it does require more time than 
electroshock must always be kept in mind. 
Since beginning the policy enunciated 
above, there have been only two depres- 
sives that I had to change to ECT from 
Marsilid. With one male who was just as 
depressed after 2 weeks on 150 mgs. of 
Marsilid daily, I dared not continue since 
suicide was being threatened constantly. 
He was accordingly changed to succinyl- 
ized ECT and is completely recovered and 
back on his job, one of very considerable 
responsibility for the welfare of some 200 
other human beings. In one other, a female 
patient, the urge to suicide had become 
so insistent after only 5 days on Marsilid 
that I again dared not wait longer and 
quickly changed to succinylized ECT 
thereby inducing a remission after the usual 
12 electroconvulsive treatments. However, 
in this case the remission lasted less than 2 
months and accordingly we had to resume 
ECT ; and now we are in the process of 
weaning her from ECT to Marsilid which 
in other cases has maintained an ECT in- 
duced remission apparently indefinitely. 
There is a third case still in deep unre- 
mitting melancholia despite 12 days on 
Marsilid therapy. However, this patient, a 
severe recurrent manic-depressive, nearly 
died during very prolonged apnoea on 4 
different occasions during her last (5th) 
course of ECT in 1950. 

Perhaps the strongest influence that con- 
vinced me of Marsilid’s value was the very 
satisfying remission induced in a severe 
cardiac patient. Two other psychiatrists, 
each consulted in turn, nearly lost her in the 
single ECT each of them ventured to give 
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her. Each one described very prolonged 
post-convulsive apnoeas, and each was 
utterly hopeless of her recovery, but when 
she did recover, neither would consider 
giving her further ECT. She repeatedly de- 
manded a large quantity of pills (barbitu- 
rates) to use for suicide. The energizer can- 
not do the impossible—it could not over- 
come the steadily worsening cardiac lesion, 
but it did void the extreme all-engulfing 
depression which in a breakdown 8 years 
before required ECT. 

Although recovery from depression via 
Marsilid, without resort to ECT is a most 
satisfying experience, considering the ex- 
pense saved the patient, often the preserva- 
tion of his job by avoiding the amnesia and 
emotional trauma that ECT causes, never- 
theless one faces many unhappy moments 
during the 3 or 4 weeks before the full 
remission develops. The psychiatrist's 
power to influence his patient via sug- 
gestion therapy is taxed to the utmost 
during these weeks of waiting. He must 
give continual reassurance that with pa- 
tience and with full confidence in this 
chemical, recovery will come. But, mean- 
while, the patient insists day after day that 
suicide is his only way out. This can well be 
the reason why some psychiatrists have not 
been willing to place their confidence in 
this chemotherapy. However, the occasional 
case that recovers a normal mood of eu- 
phoria in a week or 10 days and the rare 
one that shows substantial improvement in 
2 or 3 days, give one confidence to carry 
on with those who require the 3 or 4 weeks 
usually necessary for a full return of happy 
mood, and enthusiastic interest in every- 
day activities. 

It is indeed satisfying to report after 14 
months’ work that of approximately 100 
cases of various types of mental illness 
(mostly depressives) treated by the Marsi- 
lid-psychotherapy regime, 78 showed im- 
provement or full remission. The system 
of evaluation of results provides for the 
possibility of attaining 1 to 4 plus marks 
for improvement in any one of 6 items. No 
one, however, was allowed more than 4+ 
attainment. 

A plus was given for improvement in any 
one of the following categories : 

1. Emotional status (including eros). 


2. Verbalizing capacity (enhancing psy- 
chotherapy ). 
. Intellection (perplexity eliminated ). 
. Physical Status A=Blood Pressure 
better. 
. Physical Status B=Weight Gain (or 
reduction if indicated ). 

6. Convulsive therapy obviated. 

If, for any reason, the treatment failed, 
a minus sign was used. In a very few where 
status may change, a + was assigned. 

It is to be noted that the majority, 61, of 
these good results fall in the 34+ and 
4+ group, and these constitute full re- 
mission. While 19 were categorized as 2+ 
improvement and 7 rate 1+ nevertheless 
any of these cases may add an extra + as 
time goes on and thus swell the number of 
3+ or 4+ cases. In some this has already 
happened. Practically every case is still 
under psychotherapeutic observation, with 
Marsilid dosage either being adjusted 
downward or discontinued and consequent- 
ly further betterment is possible. 

Furthermore, although the 21— rated 
cases and the 3+ cases are chaff so far as 
betterment of my statistics are concerned, 
there is always the possibility that new 
developments will bring a few of them into 
the partial or fully successful list should 
they resume Marsilid, or attain a good re- 
sult through altered dosage or some other 
factor. 

Many of the minus group stopped medi- 
cation for some reason. Some of these, the 
depressives particularly, might have been 
helped if treatment had continued longer. 
With 4/5ths of these cases with various 
diagnoses showing various degrees of im- 
provement, it is my belief that this shows 
strong evidence that Marsilid chemother- 
apy is a distinct advance in our therapeutic 
armamentarium in psychiatry. Since I do 
not believe there is anything extraordinary 
in my methods, it seems probable that many 
other psychiatrists will duplicate the gen- 
eral trend of statistics given here, even 
though they may use different and per- 
haps much better yardsticks for evaluation. 


BLOOD PRESSURE EFFECTS 


Analysis of the statistics of the effect of 
Marsilid on blood pressure shows that in 
known hypertensives the drug reduces BP, 
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often to a striking degree. Normal BP is 
also reduced in nearly every case even 
though weight gain frequently occurs, and 
increased serenity develops concomitantly 
with these two seemingly contradictory an- 
atomical alterations. 

These facts, striking as they are, need 
to be taken into account by every clinician 
who administers this potent drug since they 
involye a two-edged sword. Because there 
is no way of determining what persons may 
have coronaries that are bolstered for hy- 
pertensive BP levels, it is my belief that 
lowering the blood pressure, however 
advantageous, should be gradual and mod- 
erate in all known hypertensives, to allow 
nature to make the necessary adjustments. 
This means that every psychiatrist must 
record the blood pressure regularly every 
time he sees the patient, and particularly 
before treatment is started (repeatedly 
if possible) to provide a basis for later 
comparisons. In the beginning the pa- 
tient must be checked twice weekly 
since no one knows in advance who 
possesses excessive volatility. Furthermore, 
even after these office visits are de- 


creased, reappraisal of the Marsilid dos- 
age is essential since the continued in- 
take results in gradual decreasing of the 
BP level necessitating further dosage de- 
crease. In one case, BP level was lowered 
in 4 months to 108/70 from an initial 


196/96. In another case, it was lowered 
from 170/96 to 112/74 in 9 days’ time. In 
both instances, the dosage of Marsilid had 
to be adjusted to allow for this factor. 

In my data there were 22 cases with 
hypertensive blood pressures, all of them 
reduced from 20 to 50 points while on 
Marsilid. There were 47 cases whose nor- 
motensive blood pressures were reduced 
from 12 to 24 points. This excluded many 
who were reduced only 6 or 8 points. Ten 
cases showed little or no change. Two 
showed constructive improvement, i.e., a 
rise from 90 to 100 in one malnourished 
depressive and from 100 to 104 in another. 


INFLUENCE ON WEIGHT 


Without doubt one of the most remark- 
able effects this new chemical has is the 
ability to induce weight gain, particularly 
in asthenic malnourished persons, without 
causing increased blood pressure. Also of 
significance is the fact that improvement is 
almost always concurrent with weight gain. 
Some patients are slow in starting to gain, 
and their mental improvement likewise 
lags. The amount of weight gain is not 
particularly significant, i.e., if only 6 or 8 
Ibs. are gained in those who are especially 
malnourished, it makes for tremendous bet- 
terment personality-wise. However, there is 
added advantage to those asthenics who 
gain enough to bring their gross weight up 


PATIENT RESPONSE TO IPRONIAZID 
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to that expected for their age and height. 

Exceptions to the axiom that clinical 
(mental) improvement occurs concurrently 
with weight gain are the persons who are 
overweight and are warned in advance to 
decrease their caloric intake because of 
appetite increase they will experience when 
taking Marsilid, especially in the beginning 
when dosage is high. Some obese persons 
are able to hold their weight down by 
dietary restrictions, despite the appetite in- 
crease, and a few even lose a few pounds 
while clinical improvement is induced by 
the Marsilid. This applies particularly to 
the young woman proud of her attractive 
figure who may weigh exactly the correct 
amount, She can keep her attractive figure 
and prevent weight gain while taking 
Marsilid if she watches the calories. 

In considering the effect of weight gain 
on the depressed or discouraged personal- 
ity, it should be remembered that it is very 
difficult to induce weight gain in mal- 
nourished persons. Thus a 5 or 6 Ib. gain 
has been difficult to accomplish with meth- 
ods available heretofore, except by in- 
sulin hypoglycemic therapy, an expensive 
and slow procedure. Yet with this simple 
tablet we can frequently induce an 8 to 15, 
or even 20 Ib. gain in less time than by 
insulin. Most melancholics have lost weight, 
and recognition of their illness usually 
coincides with the recognition of weight 
loss. Thus it is not surprising that as the 
Marsilid-induced weight gain occurs, the 
disconsolate status recedes. 


Case 1. Mrs. X, age 58, has weathered many 
sociological catastrophies without breaking 
under the strain. Her second husband, with 
whom she had adopted her now married 
daughter, had to be divorced when he deserted 
her for another. Meanwhile he had so spoiled 
the adopted daughter that she had forsaken 
her foster-mother because of the money he 
selfishly showered upon her during late ado- 
lescence in effort to win the child away. Ulti- 
mately Mrs. X assumed responsibility for the 
daughter whose suicidal breakdown following 
her divorce in her early 20’s, necessitated ECT. 
The foster-father had died a short time before. 

Meanwhile, Mrs. X had married a third 
time, a divorced man and a confirmed drinker, 
who steadily became an incessant alcoholic 
consciously aiming at self-destruction. Al- 
though repeatedly advised to divorce him, Mrs. 


X could not face this decision until 15 years of 
hopeless marital disharmony had elapsed. At 
this point she developed a profound re- 
active depression and came to me expect- 
ing I would advise ECT, since I had 
administered the ECT successfully to her fos- 
ter-daughter several years previously. For 
added handicaps to her mental serenity she 
had undergone neurosurgery for ruptured in- 
tervertebral disk, and also had developed 
steadily progressive arthritis of the hands 10 
or more years ago for which no one had yet 
prescribed meticorten. 

In less than 2 weeks after first taking Marsi- 
lid she became gay and chipper despite the 
problems that she faced with a divorce in- 
evitable, and the eudaemonia has persisted 
through the months of waiting until the di- 
vorce was final. She has found a job and is 
rehabilitating herself satisfactorily in a new 
community. 


Case 2. The most convincing response to 
Marsilid was the case of a 43-year-old married 
woman whose severe agitated depression could 
not be successfully relieved by ECT, even 
when the usual first course of 12 ECTs was 
continued for 17 treatments. After this, she 
refused to return for further treatments al- 
though her melancholy state persisted. Two 
months later with melancholia so much worse 
that suicide was constantly feared, her family 
insisted on resumption of ECT. After only 
6 treatments she again refused. 

When she was brought for a third course 
only a few months later, it was suggested that 
Marsilid be tried for at least 4 weeks. She was 
started on a dosage of 125 mgs. per day and 
was reduced to 75 mgs. after she gained 4 lbs. 
in 4 days, and already showed almost a com- 
plete remission of depression. The remission 
persisted on this dosage and after 6 weeks 
Marsilid was further reduced to 50 mgs. and 
a month later to 25 mgs. daily. 

She had meanwhile gained 10 Ibs. and signi- 
ficant reduction in BP had occurred while she 
continued to maintain a serene emotional ad- 
justment. She even went out and secured a 
job to improve the precarious family budget, 
an impossible step during the 8 months of 
severe melancholia. 


Thus we have a woman who has main- 
tained an excellent remission for 7 months 
who previously could not be brought to 
remission via repeated shock therapy—a 
truly remarkable chemotherapeutic effect. 

The physician must never lose sight ot 
the fact that the major consideration in the 
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treatment of mental illness must be psycho- 
therapy. The mission of the somatic thera- 
p’es is to make the patient accessible to 
p-ychotherapy. Tranquilizer chemotherapy 
is included now with the various shock 
therapies under the general term of so- 
matic therapy, and energization must be 
added as the latest contribution of chemo- 
physiological research toward better treat- 
ment of mental illness. 


DOSAGE 


Since I have received many phone calls 
from psychiatrist friends who have won- 
dered what their course should be following 
the recent adverse publicity concerning the 
drug, I am outlining the general policy 
followed when a patient is given this chemi- 
cal, 

Unless there is a history of known manic 
episodes, the average patient should be 
started on 150 mgs. per day, given either 
100 mgs. on arising and 50 mgs. at noon, 
or the full dose in the morning. The patient 
should be seen twice a week or oftener 
during the first two weeks of treatment and 
the BP, weight and knee reflexes should all 
be checked and recorded each time. A pre- 
treatment BP must be recorded, and more 
than one, if possible. While some show a 
slight initial rise after starting treatment, 
the great majority show a gradual lowering 
of BP level and as this occurs the dosage 
should be lowered by gradual increments. 

While treatment can never be inflexible, 
nevertheless an average case would show a 
record similar to this. The Marsilid dosage, 
starting at 150 mgs. per day would be re- 
duced to 125 mgs. between the 3rd and 
7th day of treatment, then reduced to 100 
mgs. between the 7th and 12th day, and 
reduced to 75 mgs. by the 14th to 16th 
day, continuing on this course through the 
4th or 5th week, not reducing to 67 or 50 
mgs. unless some definite reason becomes 
apparent. 

The average depressed case may need to 
be continued on a 50 mg. dose for some 
weeks—unless the euphoria becomes too 
marked, and then lowered slowly to 37 and 
later to 25 mgs. and ultimately by further 
gradual reductions to 10 mgs. per day. Some 
may need to be carried on this low dosage 


4 Diuril : trade-name for. chlorothyazide (Merck). 


for several months, but the clinician will 
decide when he can gradually taper down 
to 5 mgs. and then ultimately discontinue 
the drug. The total period of treatment may 
run over several months with psychothera- 
peutic sessions each visit. A few cases at- 
tained good results on a daily dosage of 75 
mgs. gradually lowered to smaller amounts. 
However, the vast majority have required 
100 to 150 mgs. in the beginning weeks of 
treatment, to set the stage for adequate re- 
mission of melancholia. It should be kept 
in mind that those who attain a satisfactory 
remission on the lower dosage regime are 
usually persons of normal weight when 
started on Marsilid. Producing the over- 
weight or obese state that could be induced 
by larger Marsilid dosage, would introduce 
new and possibly more serious personality 
problems. Thus, normal weight or over- 
weight should be an indication for starting 
on much lower Marsilid dosage. 

If at any time the patient gains weight 
too rapidly, or if the blood pressure ranges 
downward too precipitately, Marsilid 
should be stopped entirely for 2 or 3 days 
and then resumed in half the former dosage 
or less, and should again be quickly re- 
duced further if the physiological changes 
persist. Also if the knee jerks become ex- 
cessively active, dosage should be reduced 
as such patients will otherwise experience 
hyperkinesis (quick spontaneous leg kick- 
ing in bed at night). 


SIDE EFFECTS 


Any other untoward developments should 
signal cessation of medication temporarily 
till the complication is cleared up. Edema 
of the ankles occurs in perhaps 8% of cases 
at some stage of treatment. This clears up 
in 24 hours as a rule on adequate Diuril ¢ 
treatment and the Marsilid can be resumed 
soon in much smaller dosage—half the 
former dose is a good rule. 

Decrease in libido may occur in either 
sex—this is obviated in most cases by Pan- 
thenol 40 mgs. b.i.d. or t.i.d., or perhaps 
the simultaneous addition of hormone ther- 
apy parenterally. It is of course advan- 
tageous to lower the Marsilid dosage at the 
same time, unless so doing results in return 
of the depressive symptoms. It is better to 
have a sexless patient than no patient at 
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all and it must never be forgotten that we 
are treating potentially suicidal persons and 
therefore our dosage estimate must be tem- 
pered accordingly. 

I have not seen any case of jaundice or 
other serious side effects but certainly I 
have seen enough indications of what might 
have occurred had I not stopped or reduced 
Marsilid temporarily during the course of 
treatment. Being forewarned of possible 
pitfalls, all of us must keep our clinical 
judgment constantly alert when using 
Marsilid. 

Because some patients have shown peri- 
pheral neuritis when taking Marsilid alone, 
most of my patients have been given a 
tablet of Marsilid combined with pyridox- 
ine. None of these cases has shown any 
signs of peripheral neuritis but a few of the 
earlier cases did complain of finger numb- 
ness after taking plain Marsilid for some 
time. The addition of pyridoxine thereafter 
quickly eliminated this symptom. 

Constipation is a frequent complaint and 
particularly when the patient is gaining 
weight ; the physician must be sure this is 
not spurious (i.e., weight gain due to ob- 
stipation). In rare instances this can con- 
tribute to a spurious rise in blood pressure 
with headache. In one such case the BP rose 
40 points concomitant with an unexpected 
weight gain of 5 pounds but promptly 
dropped to its previous normotensive level 
concomitant with the 6 pound loss of 
weight induced by Fleets phosphosoda. 

During the 19 years that I have been 
giving ECT for melancholia, there have 
been many occasions when I have seen 
what appeared like a miracle as a severely 
depressed person emerged from despond- 
ency after a few treatments. But in the 33 
years I have been practicing there has been 
no experience as satisfying as observing the 
occasional depressive who emerges from 
his despondency after a few days on Marsi- 
lid. To be sure there are very few that re- 
spond so quickly, but it is astounding to 
see when it does occur! It demonstrates 
more convincingly than any statement any 
researcher can make, what a remarkable 
chemical this is and how widespread will 
be its field of usefulness, once we have 
acquired the accurate methods of prescrib- 
ing that are necessary to assure its safe 


application in each case. 
A few highlights of dramatic results : 


1. The effectiveness of Marsilid was im- 
pressively demonstrated by the relatively sud- 
den recovery of a hopelessly depressed chronic 
alcoholic of many years duration. ECT had 
been refused, delirium tremens had developed, 
and an excellent executive salaried position al- 
most lost, before the discovery that this chemi- 
cal could induce very constructive eudaemonia 
in place of the long existent retarded depres- 
sion that perpetuated dependence upon al- 
cohol. 

2. A 66-year old widow whose paranoid in- 
volutional melancholia induced loudly shouted 
laments following husband’s death, disturbing 
neighbors for a year before she accepted the 
ECT which induced remission. But she re- 
gressed in 4 months and the disturbed neigh- 
bors again complained to me. This time the 
widow refused ECT, but Marsilid, usually not 
effective in involutional disorders, induced a 
good remission in less than a month. This has 
been my most astonishing result, and suggests 
that under certain circumstances Marsilid can 
be dubbed “The Widow’s Delight.” 

3. During her third pregnancy the wife of a 
man whose depression a year before required 
ECT, became melancholy and expressed homi- 
cidal ideas about her children. He insisted on 
her consulting me, believing she would re- 
quire ECT, but was happily relieved when 
both suicidal and homicidal ideas evaporated 
in less than 2 weeks on Marsilid. Furthermore, 
the medication delivered more than was ex- 
pected by inducing so noticeable an increase 
in eros following delivery that the low dosage 
had to be reduced almost to zero because her 
husband found her erotic demands beyond 
his capacity |! 

4. A 68-year old woman who required ECT 
for severe depression 9 years ago, had a re- 
currence. Marsilid induced a remission in 3 
weeks and even greater improvement as time 
elapsed. 

5. A 47-year old women had required ECT 
over a year before for a severe depression, 
completing her treatments about the time 
Marsilid’s effectiveness in depression was rec- 
ognized. When depression recurred 10 months 
later she achieved one of the 4+ successful 
outcomes induced by Marsilid in my detailed 
tabulation. This was accomplished despite a 
10-day bout of a virus infection, a factor that 
often prolongs or ushers in a depression. 

6. A 48-year old housewife living on a 
marginal economic level had undergone 3 
courses of ECT in a psychiatric institution 
when brought to me in 1956 for her 4th course. 
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She displayed constant sobbing, hopelessness, 
severe perplexity and malnutrition and despite 
improvement from this 4th course of ECT, 
she regressed in a few weeks. Maintenance 
ECT was then given every 2 weeks to maintain 
a partial remission of depression. After several 
mont':s of this she became one of my earliest 
cases placed on Marsilid. The drug induced a 
remission that has continued well over a year, 
the longest one since onset of severe depression 
4 years ago. There have been temporary com- 
plications, including constipation, edema, mi- 
graine, etc., but each has been successfully 
abated, In addition, she now accepts with 
equanimity her husband’s impotence of long 
duration, although formerly it had been one of 
her major sources of agitation ! 


While psychotherapy played a major role 
in these remissions, its effectiveness has 
been immeasurably enhanced by the aston- 
ishing chemically induced improvement in 
rapport which might not have been secured 
without the Marsilid. 


CONCLUSIONS 


1. Chemotherapeutic remission of melan- 
cholia can now be accomplished, in a ma- 
jority of cases, without resort to ECT, by 
carefully supervised administration of 
Marsilid, Roche iproniazid (1-isonicotiny], 
2-isopropylhydrazine phosphate). 

2. However, until methods are discov- 
ered for accelerating Marsilid’s effective- 
ness in the first few days of treatment, the 
aggressively suicidal case must still be given 
ECT, which assures most immediate remis- 
sion of depression. Each case must be care- 
fully evaluated when first seen. 

3. This chemical, introduced 6 years ago 
for the treatment of tuberculosis, is now 
found to possess much wider scope in 
medicine including therapeutic efficacy in 
some apathetic and withdrawn, seclusive 


4. A major factor in the effectiveness of 
this chemical in accomplishing psychic 
energization is the prevention of inactiva- 
tion of the brain-stored powerful hormone 
serotonin, by its amine oxidase inhibitor 
action, but other equally powerful chemical 
interactions may be simultaneously in- 
volved. 

5. The powerful chemical forces released 
may induce serious complications unless 
the physician psychiatrist is constantly alert 


‘ 


to the need for frequent alteration of dos- 
age as indicated by his physical findings. 

6. Excellent antidotes for certain compli- 
cations are available. 

7. A by-product of major significance is 
the enhancement of psychotherapy through 
increased spontaneity, improved sense of 
well being and resulting betterment of 
rapport, 


A HYPOTHESIS ON THE POSSIBLE CAUSATION OF 
HEPATITIS IN ASSOCIATION WITH IPRONIAZID 


Without doubt the major enigma in ad- 
ministering Marsilid lies in the fact that in 
rare cases the iproniazid becomes bound in 
the brain in some unknown way. When this 
occurs even a small dose can push the BP 
very low and keep it there. The only anti- 
dote for this is Cortisone, a fact that is not 
well known. It is these rare cases that may 
well have resulted in acute hepatitis and 
death since the BP may have remained low 
without the doctor's knowledge with hepatic 
anoxic effect inducing acute yellow atrophy. 

In discussing this problem, a well known 
pathologist, Dr. Edwin Albano (Coroner 
of Essex County, N. J.) pointed out that 
anoxia can cause acute hepatitis. Therefore, 
it is possible that anoxia alone may have 
been a mysterious X factor we have been 
seeking to explain through allergy or some- 
thing else. Therefore it is quite possible 
that the liver damage cases that have been 
reported (with a few deaths) may have 
been due entirely to anoxia. How? 

This study, although it contains a rela- 
tively small number of cases to be sure, 
establishes the incontrovertible fact that 
iproniazid has a hypotensive effect in the 
great majority of cases. My experience 
shows that this is so frequent that it is 
almost a universal effect. 

There could be no possible way of de- 
termining continuously what the blood 
pressure level is over a 24-hour period 
for any patient, but it is perfectly possible 
that in the variable gyrations of the BP 
that could occur, any patient that shows 
marked gyrations as a result of this drug, 
irrespective of the dosage, could have hypo- 
tensive effect of such degree as to cause 
temporary anoxic effects in the liver. This 
might occur not only once but intermittent- 
ly while the patient was taking the drug. 
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It is possible that in the rare fatal case, 
the outcome might have been prevented if 
BP determinations had been frequent, and 
excessive hypotensive effect thereby pre- 
vented by reductions in Marsilid dosage 
in accord with the degree of hypotension 
observed. 
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THE SEMANTICS OF PSYCHOTHERAPY ' 
HENRY A. DAVIDSON, M. D.? 


In the area of psychotherapy, we suffer a 
breakdown in communicating with other 
professional personnel. We use the word 
“psychotherapy” in a unique sense. We 
psychiatrists have a simple and, we think, 
logical concept of psychotherapy. “Ther- 
apy” means treatment of disease. So psy- 
chotherapy is the treatment of disease by 
mental means. Treating disease is a monop- 
oly of physicians. Psychotherapy is one of 
several treatment methods. It must, there- 
fore, be a medical procedure. We feel 
secure in this formula, and are hurt and 
angry when we fail to get the idea across 
to others. It all looks so simple. 

We are accustomed to arguments about 
what is and what is not therapy. Actually, 
the greater difficulty is in defining disease, 
not in defining treatment. But most of the 
thinking, writing, and talking—especially 
talking—has been trying to define the word 
“treatment”. 

This open-end question will never be 
answered until we have defined “illness”. 
There are at least two different concepts 
of psychotherapy. By a broad definition, 
any emotional contact that makes somebody 
feel better is therapy. By a narrow defini- 
tion, psychotherapy is an interview technic 
practiced purposively by people trained to 
do it, who aim at getting the patient better, 
and who, in the patient's eyes, are healers. 
By the broad definition, the kitchen at- 
tendant practices therapy if he hands out 
a plate of beans in a manner that makes the 
patient feel accepted. 

So, from the beginning, the word “psy- 
chotherapy” is plastic enough to cover two 
different concepts. Some of our doubletalk 
trouble is due to shifting from one defini- 
tion to the other without warning. For 
example, you can get into an argument as 
to whether the nurse practices psychothera- 
py. If you use one definition and your col- 
league uses the other, of course you won't 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., 
May 12-16, 1958. 

2 Cedar Grove, N. J. 
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get anywhere. Somebody—maybe our As- 
sociation here—ought to agree on which 
definition should be used, and then we can 
adhere to that. Perhaps we should distin- 
guish between a therapeutic orientation 
and therapy as a specific technic. The good 
kitchen attendant provides a helpful atmos- 
phere, or, in more elegant terms, a “thera- 
peutic climate”, if he makes the patient feel 
that he belongs. I wouldn't dignify it by 
the word “psychotherapy”, but you would 
have a right to do so, unless we can agree 
on which end of the spectrum psychothera- 
py is going to be placed. 

But our semantic troubles are only be- 
ginning. Even if we agree on the narrow or 
broad definition, we still cannot fix the 
frontier between therapy, on the one hand, 
and counseling or case work on the other. 
Clergymen see more bereaved people than 
psychiatrists do, because at almost every 
death a clergyman is there to solace the 
survivors. The psychiatrist has to wait until 
he’s invited. In many cases, the clergyman 
starts with a deeply depressed survivor, 
and through the magic of his pastoral rela- 
tionship, he leaves the bereaved much more 
at peace with himself. From the clergy- 
man’s viewpoint, this is simple pastoral 
solace. But, in our language, he has effected 
a recovery from a depressive reaction. He 
did it through mental, not physical, means. 
In all common sense, then, this is psycho- 
therapy. But the clergyman doesn’t want to 
call it that—and we psychiatrists would 
prefer to label it “pastoral counseling”. I 
challenge anyone to write a definition of 
psychotherapy that would exclude this 
kind of activity. You can’t draw the distinc- 
tion on the basis of depth, because we 
recognize the existence of superficial and 
supporting psychotherapy. 

We have the same problem with case- 
work. Let me give you the late Dr. Rennie’s 
definition of the casework process(1). He 
says that 


people who have been interviewed by case 
workers . . . say that they like to be talked with 
in this way ; that they gained insight, came to 
understand some of the reasons for their prob- 
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lems, and got some inklings of the way out 
of their difficulty . . . The case worker observes 
moods, hesitancies, and emotions . . . ex- 
pressed in subtle ways. He tries to trace prob- 
lems to their roots. He accepts the person as 
he finds him, without blame . . . Often the 
client’s anxiety is drained off and his hostility 
and guilt are lessened. He is freed from the 
blinding effects of these emotions and he sees, 
for the first time, psychological connections of 
which he had formerly been unaware. 


Now here, in the words of a distinguished 
psychiatrist, is a definition of case work— 
and it’s as good a definition of psychothera- 
py as you can find. 

We could go on forever drawing imagi- 
nary lines around the definition of psycho- 
therapy. You cannot distinguish it from 
counseling or case work unless you can 
relate it to the concept of illness. 

And here is the major source of our fail- 
ure to communicate. As doctors, we see any 
major deviation from the norm as un- 
healthy ; and therefore, any such deviation 
is ill-health or sickness. Thus, in our book 
we include as mental disorders such devia- 
tions as learning difficulties, stress reactions, 
sexual deviations, mental deficiency, anti- 
social behavior. By book, I mean the 
volume called Diagnostic and Statistical 
Manual of Mental Disorders, published by 
this Association. Now mark this well—it is 
going to haunt us. This is a list of mental 
disorders. It says so on the cover. There- 
fore “transient situational disturbances”— 
so listed—must be mental disorders ; so are 
alcoholism, habit disturbances, dyssocial 
reaction, conduct disturbances, mental de- 
ficiencies, speech disturbance, and so on. 

Our official policy(2) is that, and I quote, 
“Mental illnesses are well defined entities 
clearly described and delineated in the 
Standard Nomenclature ; the diagnosis and 
treatment of mental illnesses remains a 
medical responsibility”. 

Therefore, these deviations are illnesses. 
Our categories are so broad that we could 
squeeze into them such concepts as hos- 
tility to an employer, or marital discord 
over money. 

This puts us on a semantic merry-go- 
round. Observe the beauty of it. Sicknesses 
are delineated in our little book. Therefore, 
you treat illness if you do psychotherapy 
with a maladjusted employee, a juvenile 


delinquent, an unhappy wife or a bereaved 
husband. We are, in generous mood, will- 
ing to let other professional people, 
“use psychological understanding in carry- 
ing out their professional functions” (3). We 
say, further, that these other professions 
are, “entirely autonomous when medical 
questions are not involved; but when 
they contribute to the diagnosis and 
treatment of illness, their contributions 
must be coordinated under medical re- 
sponsibility”(3). Here then we have the 
nub of the matter. Medical questions and 
illness are the shibboleths. When we are 
asked to define illness, we retort that an 
illness is anything listed in our grey book, 
which is where we came in in the first 
place. Practically everything is listed in 
the grey book. 

This, then, is the point of semantic break- 
down ; the concept of illness. Consider the 
people we fail to communicate with. In 
the first place, all psychiatrists will not buy 
this concept. Some psychiatrists say that 
juvenile delinquency, speech disturbances, 
learning difficulties, and so on, are not al- 
ways to be classed as sicknesses, even if we 
do have words for them in our grey book. 
But we cant have it both ways. 
If emotional sickness is anything listed in 
the book, then all the problems of the 
world can become the monopoly of psychia- 
trists. If some of the items listed in the book 
are not sicknesses, then we have lost the 
yardstick on which we had been relying so 
heavily. 

We also fail to communicate with our 
medical brethren. Try to explain to the 
average physician a concept of illness which 
includes antisocial reactions or learning 
disturbances. Or just look at the psycho- 
physiologic disorders. In our book, listed as 
mental disorders, are atopic dermatitis, 
hiccoughs, hypertension, and mucous coli- 
tis—they all appear on page 30 of a book 
which, on its cover, says this is a list of 
mental disorders. 1 know what we mean by 
this, but the average nonpsychiatric phy- 
sician doesn’t see it that way. We just don’t 
communicate. 


When we leave the medical profession, 
the semantic breakdown gets worse. So 
many people now have insurance or other 
pension or compensation rights, that the 
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definition of sickness has become an eco- 
nomic problem. People have Blue Cross 
and Blue Shield, VA entitlements, social 
security disability, commercial health in- 
surance, retirement benefits, and so on. 
Now, suppose a beneficiary gets drunk and 
enjoys a lost week-end. We say that alco- 
holism is sickness ; therefore, he is entitled 
to the benefits because he was sick this 
weekend. No adjudicator is going to see it 
that way. We say “sickness”. He says “non- 
sense”. We're just not talking the same 
language. 

We can’t communicate with administra- 
tors either. For instance, here is an Air- 
Force Regulation: “Fear of flying is not 
considered to be a medical illness. Flyers 
giving evidence of fear of flying are con- 
sidered to be physically qualified to fly.” 

Obviously, we psychiatrists have failed to 
communicate to the Air Force our concept 
of anxiety reaction. We say psychoneurosis 
is illness. They say that this kind of anxiety 
is not, in their phrase, “a medical illness”. 
Indeed, they say that the victim of this 
anxiety is physically (meaning “medically” ) 
qualified to fly. This is intended to lead to 
a disposition of the pilot through non-medi- 
cal channels. What's wrong with our 
semantics here ? The same thing—the verbal 
wilderness surrounding that word “illness”. 

Another example of the ambiguity of the 
phrase “mental disease” is in the Durham 
decision (Durham v. U.S.A. 214 Fed. 2d 
873). Here the court ruled that the accused 
was not criminally responsible if the un- 
lawful act was the product of mental di- 
sease. If by “mental disease” the judge 
meant psychosis, no one here will quarrel 
with him. We don’t want to punish a person 
whose act is the product of a psychosis. But, 
in our vocabulary, alcoholism is a disease, 
and therefore the Durham decision might 
mean that you can get yourself drunk and 
commit a crime with impunity. Nobody 
wants it this way, but this possibility grows 
out of the semantic quicksand. If mental 
disease excuses, and if alcoholism is listed 
in our book as mental disease, then alco- 
holism excuses. And we can’t escape that 
one by trying to differentiate between di- 
sease and illness. In the Durham decision, 
Judge Bazelon used the word “disease”, 
but in his recent article on the subject(4), 


he said that this decision “opens a doorway 
to constructive collaboration between law 
and psychiatry in cases involving mental 
illness”, The author of the decision appar- 
ently considers, as do most of us, that, in 
an operational sense, sickness, disease, and 
illness all mean the same thing. 

I could bore you with an ever-growing list 
of examples where we fail to communicate 
because we use illness more broadly than 
do other people. In the legal area, for ex- 
ample, we believe that the ranks of the sick 
include juvenile delinquents, sex psycho- 
paths, and drug addicts. In the sociologic 
field, we think we have a legitimate interest 
in such deviant behavior as truancy, di- 
vorce, and adolescent rebellion. We assume 
that the interpersonal tensions associated 
with marriage breakdown are deep-seated 
neurotic conflicts requiring psychotherapy. 
But the rest of the community places the 
whole field of marriage counseling com- 
pletely outside the medical profession, ac- 
cepting the psychiatrist as a peripheral 
consultant, but not putting him in a central 
position. 

In my first draft of this paper, I had in- 
cluded consideration of many other prob- 
lems which, in the interests of time, I now 
omit. The items appropriate to further 
study of the semantics of psychotherapy 
include the following: the distinction, if 
any, between care and treatment; the 
question of whether psychotherapy is a 
science in the same sense that pharmaco- 
logic therapy is a science ; the problem of 
whether psychiatry is, essentially, a medical 
or a social science ; of whether training a 
mental defective is a form of treatment and, 
if so, if it is psychotherapy ; the semantics 
of that word “supervision”, and its distinc- 
tion from consultation ; the patient’s own 
image of the healer—that is, whether it is 
psychotherapy at all if the patient does not 
see the therapist as a healer ; the semantic 
implications of the word “patient” as dis- 
tinct from “client”; and the sacerdotal 
quality of healing, with the concept that 
the priest and the physician have inherited 
an apostolic mantle from their common an- 
cestor, the physician-priest, along with the 
perfectly serious question of whether this 
mantle can be transferred to the vocational 
guide, the marriage counselor, the psy- 
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chologist, or the social worker, who are not 
symbolically or emotionally in this line of 
historical succession. 

I conclude by hoping that we will agree 
to speak the same language as others in the 
human relations and behavior field. As the 
word is generally used, “sickness” does not 
include such deviations as stress reactions, 
personality disorders, and learning disturb- 
ances. We are practicing magic if we think 
that we can make these deviations into 
sicknesses merely by listing them in our 
own little book. We emulate Humpty 
Dumpty(5) when he said: “When I use 
a word, it means just what I choose it to 
mean—neither more nor less”. Nor can we 
stretch the meaning of a word by doing as 
Humpty Dumpty did. He said “When I 
make a word do a lot of work, I always pay 
it extra”. 


Of all branches of helping people, psy- 
chotherapy is the one most concerned with 
words, Let us pause and look at our words. 
They are our tools. Let them be kept sharp 
and in good order. 
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AN EXPLANATION FOR TRANSFERENCE CURE : 
ITS OCCURRENCE IN PSYCHOANALYSIS AND PSYCHOTHERAPY ' 


LAWRENCE C. KOLB M.D. ann JOHN MONTGOMERY, M.D.? 


The concept of transference cure has 
been used to designate those instances in 
which the symptomatology of a patient 
has undergone marked improvement, short- 
ly after entering a psychotherapic relation- 
ship. Freud pointed out that the establish- 
ment of the transference relationship alone 
frequently suffices to cause disappearance 
of the symptomatic expressions of the ill- 
ness. He indicated that under such cir- 
cumstances improvement was merely tem- 
porary and persisted only as long as the 
transference relationship was maintained. 
To him, such change could not be ascribed 
to psychoanalytic treatment and could be 
considered nothing more than the conse- 
quences of a suggestion. He indicated that 
the term psychoanalysis might be applied 
only when the intensity of the transference 
had been utilized to overcome the resist- 
ances, thus making the maintenance of the 
illness impossible even though the trans- 
ference was dissolved as the termination 
of the treatment required. 

Later Oberndorf, Schilder and Alexan- 
der reported on the occurrence of “trans- 
ference cures” which persisted indefinitely 
over long periods. Such “cures” presumably 
occurred without the patient analysing the 
transference relationship and the resist- 
ances and thus took place without insight 
or changes in the personality structure of 
the individual. To Oberndorf the physician 
provided a sustaining force due to images 
of him which each of these patients re- 
tained over the years. Oberndorf states that 
sometimes neither the physician, even 
though he be a psychoanalyst, nor the pa- 
tient may be entirely aware of the mech- 
anisms that brought about the improve- 
ment. To Fenichel, the improvement which 
occurs during a transference cure, does so 


1 Read at the 114th annual meeting of The Amer- 
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as the therapist influences the patient in 
the same way as the educational method of 
the parent. Improvement symbolizes the 
expectation of an attractive reward in 
which the giving up of the symptoms ob- 
tains the appreciation and love of the 
therapist. He indicates that such cures oc- 
cur in a dependent passive narcissistic re- 
lationship through which the patient gains 
power and strength from the omnipotent 
physician. Another explanation is that 
either in analytic or non-analytic therapies, 
repression is released in one area but re- 
enforced in another. Thus original symp- 
toms are replaced by a substitute neurosis 
which may be evaluated as effecting con- 
siderable clinical change. 

Alexander has repeatedly emphasized 
the importance of the study of transference 
cures as a means of providing new under- 
standing of the psychotherapeutic process. 
In reviewing the sparse literature (there 
are only 4 case reports on this subject) 
several points are worthy of note. At the 
time Freud, Schilder and Oberndorf made 
their statements about such “cures,” all 
were young, inexperienced and had not 
been personally analyzed nor had they the 
opportunity of supervised apprenticeship 
under other analysts. There is no report in 
the literature in which the recovered pa- 
tient provides his associations as to the 
reasons that led to his improvement. 

The following clinical observation, made 
in the course of treatment of a patient ad- 
mitted to the New York State Psychiatric 
Institute with a character neurosis asso- 
ciated with a chronic depressive reaction, 
suggests that the mechanisms productive of 
rapid clinical improvement are sometimes 
the result of the patient’s capacity to work 
through a transference distortion of the 
therapist beyond the awareness of the 
therapist. The therapist, in this instance 
was a male psychiatric resident with 
limited psychotherapeutic experience. 

The patient was a highly intelligent and in- 
tellectual young man, whose father, a teacher, 
had received psychoanalytic therapy. Through 
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his literary and psychological studies he had 
undoubtedly developed knowledge regarding 
personality development. 

He was admitted to the hospital shortly 
after his wife advised him that she was in 
love with another man and requested a di- 
vorce. At this time he was so severely de- 
pressed that he had to give up his schooling, 
and was preoccupied with suicidal thoughts. 
It was learned that he had been moody and 
isolated from others since his graduation from 
high school and had made one overt suicidal 
attempt while in college. At times he drank 
heavily; also he had suffered from episodes 
of confusion and indecisiveness. While in col- 
lege he married an attractive and self sufficient 
girl who assisted him in developing a greater 
degree of social ease and who supported him 
during the period of his education. However, 
as time progressed the drinking increased, his 
sexual interest waned and he became more 
irresponsible at home. With his wife’s preg- 
nancy he became anxious and seriously con- 
sidered obtaining a position which would take 
him away from the country. 


The significant observation, upon which 
this paper is based, occurred some 6 
months after his hospital admission. At 
this time the patient was brought before 
a clinical conference for discussion relative 
to the nature of his personality disorder 
and for planning future treatment. His psy- 
chiatrist presented the patient as a man 
with constant depressive mood, aloof and 
indifferent to others, stating that there had 
been a marked improvement in his be- 
havior within recent weeks. He was now 
friendly and outgoing, actively interested 
in the problems of others, and in a cheerful 
mood. The cause of this change in behavior 
was not explained from any material made 
available to the therapist in the course of 
the psychotherapeutic interviews. The at- 
tending staff of physicians and nurses em- 
phasized a striking change in his behavior. 

It was decided that the patient would be 
brought before the conference and re- 
quested to describe his own subjective 
estimate of his current adaptation and any 
explanation he might have for the change. 
He came to the conference and confirmed 
the observation of marked improvement in 
mood, clarification of his attitudes toward 
others and a hopeful attitude toward the 
future with interest in pursuing further 
treatment. He stated that on Christmas 


day, about 2 weeks before the conference, 
he suddenly emerged from a rather severe 
episode of depression. 

He said that over the months of therapy 
he had perceived the therapist as a deny- 
ing, disinterested individual whose sole 
purpose in life seemed to be to make him 
“squirm” and feel as uncomfortable as 
possible. He now recognized that his per- 
ception of the therapist had been incorrect, 
that the therapist was a reasonable, well 
intentioned person who was trying to help 
him. The appearance of the therapist in 
the ward at Christmas time had impressed 
him particularly as inconsistent with his 
previous perceptions of him. He went on 
to describe his recognition that he had for 
a long time regarded most men of impor- 
tance to him as cold, distant, and un- 
friendly in their dealings with him. Also 
he stated this characterization of men came 
from his perception of his father ; that he 
recognized that if he saw his physician as 
an accepting person different from his 
father, he must give up certain other ideas 
and attitudes. He described a previously 
undeclared but powerful picture of him- 
self as a “tragic hero,” brooding over the 
ruin and waste of human existence, es- 
sentially nobler than others but cut off 
from the rest of the human race who were 
happy in their simple and coarse pursuits. 

In subsequent treatment sessions, the 
“tragic hero” fantasy emerged as the hither- 
to unrecognized basis for his depressive 
attitudes in many different areas of living 
and at many different times in his life. It 
became clear that the fantasy motivated 
much of his self-imposed isolation from 
others and interfered with full use of his 
capacity for work and study. It became 
apparent that the origins of the fantasy 
and misperception of his relationships with 
others lay in the early dealings with his 
father. 


In subsequent months, various events 
produced brief depression and withdrawal. 
On each occasion, close examination re- 
vealed the recurrence of the “tragic hero” 
fantasy as the accompaniment of the re- 
gressive movement. The depression and 
withdrawal were aborted when this was 
brought to verbal (conscious) expression. 
He then began to discuss conflicts in the 
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psychosexual area, in particular, his am- 
bivalent feelings to female figures. At no 
time did he revert to a persistent depres- 
sion nor did he relapse after discharge from 
the hospital. He continued in outpatient 
therapy on a once-a-week basis for about 
6 months and in the past two and a half 
years has had no further therapy. 

Information in regard to his later adapta- 
tion was obtained by a recent interview 
with the patient and his second wife whom 
he married about 2 years ago. For the past 
3 years he has successfully pursued his pro- 
fession, and his marriage seems stable al- 
though he shows evidence of inner conflict 
in that area. During the course of the 3 
years it was necessary for him to face the 
stress of certain false accusations made 
against him by a colleague. Those who 
observed his behaviour indicated that he 
had conducted himself successfully and 
well at the time. Furthermore he did this 
without hostility, withholding some in- 
formation which would have disgraced his 
accuser. 

The history of his illness and develop- 
ment as obtained in the therapeutic hours, 
is as follows: 


The patient declared that his mother had 
been virtually his only parent in childhood as 
his father had little interest in him until he 
reached an age when his intellectual prowess 
became apparent. His father, a teacher, was 
outwardly sociable but inwardly moody and 
insecure. He played a minor role in the home 
and provided his son little incentive for identi- 
fication. The mother, an attractive and intelli- 
gent woman, was excitable, unpredictable, and 
loud in her complaints about her husband. She 
lavished a great deal of time and attention on 
her son, was overprotective and frequently 
demanded assurance of his love for her. When 
the patient was 15, she became increasingly 
disturbed following a hysterectomy. She drank 
excessively, screamed, made suicidal threats, 
and assaulted her husband. The parents di- 
vorced when the patient was 15, when he be- 
came more closely allied with his father. 

The patient stated that he had never been 
close to his sister, who was 7 years younger. 
In childhood he was unhappy and difficult, 
frequently reacting to trouble between his 
parents by running to seclude himself in a 
closet. In school he performed erratically, al- 
though his work was generally superior. Even 
here he alienated teachers and schoolmates 


alike by his aloof and antagonistic manner and 
seclusive ways. In adolescence he was vic- 
timized by a gang of boys who tried to force 
him to engage in homosexual practices with 
them ; an experience which severely frightened 
him. He avoided girls and turned to interest 
in science and philosophical thinking. While 
in college he consulted a psychiatrist con- 
cerning his mother’s condition. The psychia- 
trist found the patient to be disturbed and 
reported that he suffered referential ideas and 
neglected his personal care. He recommended 
hospitalization, which was not accepted. 

During the early weeks of hospital psycho- 
therapy, the young man spent much time 
intellectualizing and displaying his consider- 
able erudition. He expressed persisting feel- 
ings of depression over the loss of his wife 
and the resulting blow to his self-esteem. 
However, his demeanor on the ward was 
calm and he established contacts with several 
of the more intellectual patients. His dis- 
turbance of mood gradually lessened. Two 
months after admission he underwent a re- 
currence of severe depression. He received 
word that his wife was not to be dissuaded 
from her plans for a divorce and he was in- 
formed that his therapist was leaving the 
hospital. 

At the time of his assignment to the second 
therapist, his condition was such that he was 
under suicidal and escape surveillance. He 
expressed feelings of hopelessness and futility, 
a condition that continued for approximately 
a month. He then was able to make moderate- 
ly provocative and disparaging remarks to the 
therapist and turned his attention in treatment 
to the loss of his wife and his longing for her 
return. His depression subsided slightly and 
he hesitantly confessed that he had com- 
menced to spend some time with one of the 
female patients at the hospital. As treatment 
progressed he was covertly hostile toward the 
therapist, initially through hints of con- 
descension toward the therapist’s intellec- 
tual qualities. The therapist was under the 
impression that the apparent hostility was 
displaced from his feelings toward his wife 
and attempted to interpret his ambivalence 
to female figures. Later, when the patient’s 
drunkenness and tardiness in returning to the 
hospital from weekend passes made it neces- 
sary to confine him to the ward, it was thought 
that the hostility to the therapist was on that 
basis. No attempt made was to interpret the 
patient’s feelings about the therapist. 

In the course of treatment it became ap- 
parent to the therapist that there was much 
pleasure and self-dramatization inherent in 
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the patient’s manner of expressing his de- 
pressed and hostile mood. In one session, the 
patient gazed out of the window at the large 
bridge which dominated the view and de- 
clared that he might enjoy looking at it but 
he only felt sad to realize that others had built 
it ; he said that when he sat down to a meal, 
he failed to enjoy it as he thought of the 
millions of starving people all over the world ; 
he then referred to the beauty of nature and 
the sky and commented on the pathetic contrast 
they provided to the sordidness and futility 
of human existence. With a degree of irrita- 
tion and impatience, the therapist bluntly 
stated that other people did not feel this way 
and that his thinking was abnormal. Other 
than for the histrionic quality of the patient’s 
statements, the therapist did not recognize any 
specific motivating factors and there was no 
interpretation of the significance of the pa- 
tient’s remarks in the context of his relation- 
ship with the therapist. However, the physi- 
cian’s challenge was in sharp contrast to his 
persistent attempts previously to avoid say- 
ing anything upsetting to the patient. It was 
clear that it had made an impression. The pa- 
tient again became acutely depressed and 
upset. It was felt that there was a potential 
risk of acting out or a suicidal attempt and it 
was decided to hold the patient in the hospital 
over the Christmas holidays. 

Christmas morning he was dour, sullen, and 
refused to participate in any of the holiday 
activities on the ward. Later that day, the 
therapist who happened to be on duty, en- 
countered him in the hall. In a brief conver- 
sation the therapist dropped his usual reserve 
and caution and chatted with the patient in 
a friendly and joking mariner ; remarks were 
passed about the quality of the hospital food 
and there was mutual commiseration over be- 
ing in the hospital on Christmas day. That 
afternoon, the patient was observed to emerge 
from his depressed and withdrawn mood ; he 
appeared cheerful and friendly, engaged in 
group activities he avoided before, and he 
opened a large number of gifts which he had 
ignored all morning. 

Subsequently he wrote a long letter detail- 
ing the thinking behind his change in mood ; 
the change in his perception of the therapist, 
his recognition of his misperception of many 
relationships in the past, and the discovery 
of the previously unrecognized “tragic hero” 
fantasy. The marked change in his mood and 
attitudes was unmistakable ; yet, in spite of 
the letter and further development of these 
ideas during subsequent treatment sessions, it 
was not clear to the therapist what had 


happened or what significance to attribute 
to the patient’s explanation of his thinking. 
The therapist was inclined to feel that the 
patient had simply experienced a greater mood 
swing than before and was indulging his 
penchant for intellectualizing. It was not until 
the events in treatment had been reviewed 
with the supervisor and presented at the 
clinical conference that it became possible to 
construct an explanation of the change in be- 
haviour and affect that had been noticed. 


It is believed that the sudden transforma- 
tion of this young man’s psychopathological 
state, as a result of the period of brief psy- 
chotherapy might be classified as a “trans- 
ference cure.” Prior to the sudden change 
in his personality functioning, the patient 
had been seen in treatment over 80 hours. 
The psychotherapeutic procedure was con- 
tinued for an additional number of months 
for 50 hours. 

External to the therapeutic situation and 
before a group assembled for a clinical con- 
ference, the patient produced material 
which indicated that he conducted an anal- 
ysis of a transference distortion beyond 
the awareness of the therapist. It may be 
mentioned that this explanation of “the 
transference cure” is not provided by any 
other writer on the subject. 

The transference cure is generally re- 
garded either as 1. A superficial modifica- 
tion of psychopathology due to reduction 
of anxiety on the basis of the patient’s 
transference of dependency needs to the 
physician ; 2. As the patient’s unconscious 
identification with a physician ; 3. As a con- 
sequence of the restoration of the ego’s 
integrative capacity in the face of some 
event leading to an acute emotional dis- 
turbance or 4. Again as a shift in the 
neurotic defense of the individual with 
disappearance of severely disrupted symp- 
tomatology and replacement by other 
symptoms. French explains the permanent 
transference cure on the basis that the 
patient, in unburdening his difficulties to 
the therapist, brings about a change in 
attitude that effects a better adjustment to 
the real life situation. This better 
adjustment so modifies the life situation 
of the patient that after a time he no 
longer needs the support of the therapist. 
He regards the transference cure as essen- 
tially a change in psychopathology brought 
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about through environmental treatment 
rather than through a basic modification 
of the personality. Thus, the basis for the 
“cure” is explained in establishment of 
positive supportive transference situation 
~a relationship in which the patient relates 
to the physician with trust and confidence 
but has not been brought to analyze the 
distortions that exist in the transference re- 
lationship between himself and the physi- 
cian or other significant persons. 

By analysis of the transference, the pa- 
tient systematically examines his percep- 
tions and emotional reactions to the phy- 
sician. In the course of such analysis he 
discovers how his perception of the phy- 
sician is distorted in terms of the way he 
has learned to perceive and react to others 
throughout his early experiences as a child. 
From the repeated confrontation of such 
distortions of reality, as they pertain to the 
physician, the patient comes to discrimi- 
nate more clearly the reality of his personal 
contacts in his daily environment. The anal- 
ysis of transference distortions essentially 
means that the perceptual capacity of the 
individual is modified through discrimina- 
tive expansion, thus bringing about a 
change in the function of the ego. With the 
successive discriminating expansions in the 
field of social perception, the ego deals 
more effectively with social reality. Re- 
sistances may also be seen as a phenomenon 
relating to transference distortions. Resist- 
ances may be considered an expression of 
an on-going transference distortion of the 
therapist, a false perception of him as one 
who would respond unfavorably if the 
patient verbalizes or acts out certain for- 
bidden impulses repressed as a conse- 
quence of the early interaction with his 
parents and other representatives of au- 
thority. 

It appears that two events in the treat- 
ment of the patient set a process in motion 
that resulted in his recognition of an im- 
portant distortion of his perception of 
others. Firstly, a direct challenge to certain 
statements of the patient was made when 
the therapist became irritated ; secondly, a 
friendly encounter between patient and 
therapist which represented the only time 
the therapist had ever related to the patient 
in any way other than a cautious, highly 


structured professional way. The first event 
challenged the patient’s belief in the idea- 
tional content of his distortion of percep- 
tion of people and the second undermined 
his distortion in perception of the therapist. 
It is our interpretation that these two 
events occurring in nonanalytic psycho- 
therapy led the patient to analyse the trans- 
ference distortion of the therapist as an 
individual relating to him in the way that 
his father had done before him. As a con- 
sequence of this successful discrimination 
his social perception of men was modified. 
He has since dealt more effectively with 
the men to whom he has related and also 
has given up the character defense that 
lead to his social isolation and vocational 
defeats. It is not asserted that this patient 
has worked through all his transference 
distortions or resistances. Yet the instance 
given represents to us an ego modification 
with change in perceptual capacity. 

The differentiation between psycho- 
therapy and psychoanalysis is essentially 
sustained on the basis of the fact that in 
the latter the analysis of the transference 
and resistances is effected. It is stated that 
the difference between psychotherapy and 
psychoanalysis is that the former brings 
about a change in the structure of person- 
ality, a modification of the ego. Kurt Eissler 
makes the point well in stating: 


A structural change, is an internal change 
which leads to mastery. It is a change per- 
formed in and on the ego in respect to ex- 
tending its area of capacity, mainly by the 
elimination of certain defense mechanisms. 


He points out that psychotherapeutics 
which leads to a change of content or re- 
channeling of energy on the basis of dis- 
placement, new repressions, or an exchange 
of illusions, or the building up of a magical 
belief, or an imitation may not be con- 
sidered as attaining the goal of psycho- 
analytic procedure. He indicated again it is 


necessary to keep in mind the extent of 


changes of content -hat are possible with- 
out changes of structure. In rational (psy- 
choanalytic) psychotherapy Eissler sees no 
secrets between the analyst and the patient. 
As soon as truth becomes evident the an- 
alyst shares his knowledge with the pa- 
tient. In this instance, the patient had the 
secret and attempted to share it with the 
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therapist. On the other hand magic psycho- 
therapy is presumed to be secretive. 

A point that might be raised in discuss- 
ing the significance of this case is whether 
the friendly encounter between patient and 
therapist might not have resulted in clinical 
improvement on the basis of the dependent 
patient magically gaining strength through 
his alliance with the power of the omni- 
potent therapist, as suggested by Fenichel 
and others. However, such a magical al- 
liance is unlikely to be accompanied by 
awareness of hitherto unrecognized pat- 
terns of behaviour, and, if some insight is 
professed, it is usually little more than 
parroting interpretations made by the 
therapist in order to win his approval. In 
this case, the interpretation of the distor- 
tion was never made by the therapist ; the 
patient provided it himself. Also, clinical 
improvement based on a magical depend- 
ency would not be expected to outlast the 
dependency relationship. Here, the pa- 
tient’s improvement has persisted two and 
a half years since the last contact with the 
therapist. 

Among the characteristics that the pa- 
tient brought into treatment were intelli- 
gence, an introspective nature, and con- 
siderable psychological knowledge. It is 
possible that these qualities might have led 
to insight or comparable intellectual mas- 
tery of his life situation without treatment, 
or is it possible that the primary effect of 
hospitalization and psychotherapy was 
simply to foster the patient’s introspection 
without assuming any specific catalytic 
action on the part of the therapist? It 
seems likely that these qualities played an 
important part in the ability of the patient 
to recognize his distortions of perception. 
He was able to take a concrete event, con- 
struct from it a generalization, and then 
apply it to many other concrete events. 
Prior to the insight, these qualities served 
as the major source of resistance and de- 
fense against insight; innumerable refer- 
ences were made to literary works to sup- 
port his misperception of the world; 
through his intellectualization the patient 
was able to maintain his characterological 
aloofness and distance in the relationship 
with the therapist. The vital events in the 
treatment seem non-intellectual in nature 


and occurred in the emotional interaction 
between patient and therapist. One may 
argue that in these days, with the wide 
dissemination of knowledge of personality 
functioning through the medium of the 
press, the theatre, television and books, the 
psychological set of the general population 
has greatly increased. With this cultural 
background, the possibility of more patients 
making the appropriate interpretations of 
the on-going interaction between them- 
selves and their therapists is immeasurably 
increased. It is to be expected that there 
will be many other occasions in which 
similar patient insights occur though pos- 
sibly without clear conceptualization and 
capacity to describe verbally. 

One further point is worth comment. It 
may be noted that the incident which per- 
cipitated the patient’s capacity to focus 
upon the transference distortions of the 
physician occurred outside the ordinary 
therapeutic setting—the chance meeting on 
Christmas morning. This leads to con- 
sideration of the necessity to try variations 
in the standardized psychotherapeutic 
technique of isolating patient and physician 
in a private office throughout each meeting. 
Inadvertent breaks in the technique have 
been observed by many psychoanalysts and 
psychotherapists as providing precipitating 
possibilities for active psychotherapeutic 
work in treatment of a number of patients. 
Oftentimes psychodynamic psychotherapy 
and psychoanalysis become fixed with 
long periods of relative immobility. The 
inadvertent interruption of the traditional 
setting not infrequently mobilizes the pa- 
tient’s anxiety and stimulates an active 
period of working on a subject that has 
been repressed. The incidents in this case 
alone suggest that the stabilization of the 
psychotherapeutic frame to that of tradi- 
tional psychoanalysis should and must be 
reexamined again and again particularly 
in the treatment of patients who fail to 
make progress in the course of the usual 
technique applied to those with the psy- 
choneurosis. The borderline between psy- 
choanalysis per se and psychotherapy, 
whether this be administered by a physi- 
cian or a member of any other profession, 
is likely to become less distinct. The various 
efforts to discriminate the varieties of psy- 
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chotherapy are unlikely to hold with the 
expanding capacity of psychologically 
minded patients to effectively carry out 
procedures that have for long been con- 
sidered the prerogative of highly trained 
therapists. Most certainly, the psychotic 
or others who are severely disturbed and 
anxiety ridden will not arrive without 
skilled help to insights as did this capable 
patient. 
SUMMARY 


A case report of a “transference cure” is 
presented in which the mechanisms pro- 
ductive of change were obtained from the 
patient external to the therapeutic situa- 
tion. Essentially the patient produced 
material indicating his analysis of a trans- 
ference distortion, beyond the awareness 
of his therapist. No other similar report 
exists in the literature. 

The clinical data is discussed in relation 
to past conceptions of the “transference 
cures.” It is suggested that certain “trans- 
ference cures” are the result of the patient’s 
capacity to work through the transference 
unknown to the therapist, whether in the 
medium of psychoanalytic psychotherapy 
or any other approach to psychotherapy. 

The significance of the findings in this 
case are considered in terms of the intellec- 
tual capacity of the patient, the influence 
of the cultural milieu in which it occurred, 
the precipitating effect of contact between 
patient and therapist outside the estab- 
lished treatment setting, and the necessity 
of recognizing that analysis of transference 
occurs beyond the practice of established 
psychoanalysis or psychotherapy with psy- 
choanalytic knowledge. The importance of 
further study of “transference cures” is 
emphasized. 
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DISCUSSION 


Jurgen Ruesch, M. D. (San Francisco, 
Calif.)—Dr. Kolb’s case is rather interesting. 
The patient improved suddenly after a chance 
meeting with the doctor on Christmas day 
under circumstances in which the usual psy- 
chotherapeutic ritual did not apply. The doctor 
did not recognize what happened until much 
later, and Dr. Kolb believes that the pa- 
tient’s capacity to work through a transference 
distortion beyond the awareness of the thera- 
pist was the cause of the improvement. I 
thoroughly agree with Dr. Kolb that when 
therapist and patient meet in a variety of con- 
texts, correction of distortions is made easier. 
As a matter of fact, when business, university, 
or government hires a new man, they try to 
look him over socially, at work, and in the 
conference room. Apparently information may 
come out in one context that remains hidden 
in another. But this almost commonplace 
knowledge has not yet sufficiently altered the 
ritual-infested practice of therapy ; otherwise, 
doctors would make a point of varying the 
context of the encounters. 

As for Dr. Kolb’s theoretical explanation, I 
have some doubts about the causality between 
sudden improvement and insight. We all 
experience at times an improvement in well- 
being, a sudden lifting of the clouds, a feeling 
of certainty and readiness for things to come. 
It usually occurs after hours, weeks, or months 
of rumination. And after it takes place we 
suddenly recognize our distortions, we can 
think freely, and things look better. This 
phenomenon, which has been empirically des- 
cribed on many occasions, seems to precede 
whatever is called insight or transference 
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resolution. We really do not know whether this 
phenomenon is different from religious con- 
version, sudden inspiration, the miraculous 
improvements after one or two shock treat- 
ments, or the event that awakens a man and 
makes him pull himself together. Perhaps I 
would feel better if Dr. Kolb were to put his 
statement into a transactional context, men- 
tioning the coexistence of insight and be- 
havioral improvement without attributing a 
causal relationship. 


REPLY 


Lawrence C. Kolb (New York City).—In 
presenting this single case report and pro- 
viding our interpretation of its significance, 
Dr. Montgomery and I did so with the hope 
of provoking additional studies of so-called 


transference cures particularly in the context 
of the information that may be given by the 
patient. The observations made occurred in 
the hurried ordinary hospital setting of rounds. 
They were not obtained in the sense of a 
predetermined investigation. Whether the 
hypothesis presented by us as explanatory 
may or may not have significance as Dr. 
Ruesch indicates, only further clinical ob- 
servations will determine. 

Dr. Ruesch has suggested that our state- 
ment be placed in a transactional frame. As 
one trained in the interpersonal school, I 
remain unsure that a presentation in this 
sense would lead to any major improvement 
in the presentation. It is only by presenting 
hypotheses and testing them that we may move 
ahead, 
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BRAIN DAMAGE, MENTAL RETARDATION AND CHILDHOOD 
SCHIZOPHRENIA * 


MAX POLLACK, Pu. D.? 


In the field of childhood psychopatholo- 
gy, the difficulty in diagnosing and treating 
severe behavior disorders is frequently 
more complex when such disorders are 
associated with intellectual retardation. 
This is particularly perplexing in the diag- 
nosis of childhood schizophrenia. Although 
this problem is very common it has re- 
ceived relatively little attention(1). 

The purpose of this report is: 1. To 
assay intellectual functioning in schizo- 
phrenic children by reviewing reported 
studies ; 2. To demonstrate the correlation 
between intellectual functioning and per- 
ceptual motor performance in schizophrenic 
and mentally retarded children by pre- 
senting a series of experiments carried out 
by the author and his associates in different 
laboratories within the past 4 years ; 3. To 
evaluate the findings in relation to such 
concepts as cerebral dysfunction, mental 
retardation, and childhood schizophrenia 
as a Clinical entity ; and 4. To attempt to 
answer the question: are schizophrenic 
children with coexistent intellectual re- 
tardation different from or the same as 
the large percentage of mentally retarded 
children who have associated severe be- 
havior disorders? That is, are the dif- 
ferences in diagnosis a reflection of the 
doctor’s orientation rather than the be- 
havior of the child ? 

Intellectual Functioning in Schizophrenic 
Children._There are many reasons for 
studying intellectual performance in schizo- 
phrenic children. 1. A large percentage of 
children diagnosed as mentally retarded 
are also classified as schizophrenic. The 
percentage of coexistent schizophrenic 
symptomatology and subnormal intelli- 
gence found in the literature ranges from 
18 to 40% (2, 3, 4, 5, 6). 2. In schizophrenic 


1 Presented at the New York Divisional Meeting 
of the American Psychiatric Association, New York, 
N. Y., November 17, 1957. 

2 From the Division of Pediatric Psychiatry, The 
Jewish Hospital of Brooklyn. Present Address : Hill- 
side Hospital, Glen Oaks, L. I., N. Y. 


422 


children intellectual functioning appears to 
be an important prognostic index. An IQ 
of 70 or above is a favorable sign of im- 
provement, whereas the incidence of im- 
provement in schizophrenic children with 
an IQ below 70 is significantly lower(7, 8). 
3. When behavior disorder is associated 
with low intelligence there is a stronger 
suspicion of organic pathology than when 
it exists without intellectual retardation ; 
the lower the IQ the greater the probability 
of central nervous system disease(9, 10). 
4. Lastly, intelligence as measured by 
standard psychometric examination is one 
objective method of comparing schizo- 
phrenic children in different institutions. It 
is this last topic that I wish to dwell on in 
this paper. 

While there is an overwhelming number 
of clinical studies in which the intellectual 
functioning of schizophrenic children is 
alluded to, or reported in case descriptions, 
few systematic studies have published raw 
data on more than a dozen children. To 
the best of my knowledge, there is no 
systematic longitudinal study of intelli- 
gence test scores for any sizeable group of 
schizophrenic children. There are only 2 
studies comparing intelligence in schizo- 
phrenic children with those diagnosed as 
nonschizophrenic behavior disorders in the 
same institution(11, 12). Furthermore, a 
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recent comprehensive review of the litera- 
ture(13) has failed to uncover any syste- 
matic investigation contrasting schizo- 
phrenic children with their siblings. 

Distribution of IQ Scores in Schizo- 
phrenic Children.—The distribution of IQ 
scores from the only 3 studies(11, 12, 14) 
reporting such data is shown in Figure 1. 
Bender and Helme(11) selected 30 chil- 
dren ranging in age from 5 to 14 years 
from a pool of 120 cases diagnosed as 
schizophrenic at Bellevue Hospital. These 
cases were selected because they had been 
followed for at least 8 years, and the diag- 
nosis was confirmed by staff members at 
Bellevue and other institutions. The Pol- 
lack and Goldfarb(12) study included all 
testable schizophrenic children in residen- 
tial treatment at the Henry Ittleson Center 
for Child Research. These children ranged 
in age from 7 to 9 years. The group seen 
by Piotrowski(14) was observed at the 
Psychiatric Institute, and had been diag- 
nosed by Potter. The ages ranged from 5 to 
15 years. In the studies by Piotrowski, and 
by Pollack and Goldfarb, the IQs were 
based on the Stanford-Binet Test. Bender 
and Helme did not specify the test used, 
but probably the Stanford-Binet. 

The agreement among these data is evi- 
dent. Although there is some fluctuation, 
this is largely due to the small number of 
cases in the Piotrowski study ; the Bellevue 
and Ittleson studies yield almost identical 
results. The frequency of scores falling 
within the normal range, 90 or above, 
varied between 10 and 23%. The incidence 
of children with IQs below 69 is similar in 
that it ranges from 30 to 40%, Upon averag- 
ing all 3 studies, 20% of the schizophrenic 
children fell within the normal range, 44% 
were of borderline or dull normal intelli- 
gence, and 34% were subnormal. These 
results demonstrate the marked overlap in 
intellectual functioning between schizo- 
phrenic children and those diagnosed as 
mentally retarded, especially when it is 
noted that approximately 75% of all mental- 
ly retarded children have IQs above 50 
(15). 

Figure 1 illustrates data obtained only 
from testable children. If we could have 
evaluated intellectual functioning in non- 
testable children, the frequency of retarda- 


tion would most likely have been even 
greater. 

Comparison of IQ Scores in Schizo- 
phrenic Children with Clinical Controls.— 
The intellectual function of a group of 
institutionalized schizophrenic children can 
be evaluated most validly when compared 
with a group of children residing in the 
same institution, whose diagnoses fall into 
the nonschizophrenic behavior disorder 
categories. Two such studies, one by Bend- 
er and Helme( 11), and the other by Pollack 
and Goldfarb(12), are presented here. In 
the Bender and Helme study, the controls, 
30 nonschizophrenic children in treatment 
at Bellevue Hospital, were matched with 
30 schizophrenic children previously dis- 
cussed (Fig. 1). This control group was 
not an optimal one for a comparison of 
intellectual functioning in that it included 
6 children with mental retardation or “or- 
ganic brain disorder.” The controls at the 
Ittleson Center, however, consisted of 9 
nonschizophrenic children in residential 
treatment, none of whom was diagnosed 
as retarded or brain-damaged. 


1Q SCORES IN 
NON SCHIZOPHRENIC BEHAVIOR DISORDERED (BD) AND 
SCHIZOPHRENIC CHILDREN (SCHZ) 
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A comparison of the IQ scores of schizo- 
phrenic children and their clinical controls 
is shown in Figure 2. Note that the percent- 
age of behavior disorder within normal 
limits, that is, above 90, was more than 
twice that of the schizophrenic group. 
Conversely, three times as many schizo- 
phrenic children had IQs below 69 than 
did their controls. I suspect that, had 
mentally retarded children not been in- 
cluded in the Bellevue control group, this 
difference would have been even greater 
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since none of the Ittleson controls scored 
below 70. Nevertheless, when the data for 
both groups are combined, the number of 
schizophrenic children with 1Qs below 70 
—the criterion for mental retardation—is 
significantly greater than in controls, 

Perceptual and Motor Patterns in Schizo- 
phrenic Children.—It has frequently been 
argued that the results obtained from 
standard psychometric tests are not an 
accurate reflection of the intellectual 
abilities of a large proportion of schizo- 
phrenic children. The rigorous standards, 
the timing of subtests, and the exactness of 
the scoring procedures are supposedly not 
applicable to the fluctuating, inattentive, 
disinterested performance of the schizo- 
phrenic child ; consequently, the scores are 
presumed to be spurious. 

In this context, two recent experiments 
(12, 16) carried out under the direction of 
Dr. William Goldfarb at the research lab- 
oratories of the Ittleson Center, comparing 
perceptual-motor functioning in schizo- 
phrenic children, aged 7 to 10, with clinical 
controls and normal children, are presented. 


Fig. 3: The child is seated in the center of the 
optokinetic drum. Outside the drum there is a photo- 
electric cell which is activated by the passage of the 
white stripes in front of it. 

The eye movements are measured by recording 
changes in the corneo-retinal potential with the aid 
of an EEG. The leads are applied at the outer 
canthi and the bridge of the nose, as indicated, thus 
recording lateral eye movements. The activity of the 
photocell is also recorded with the EEG. This 
technic gives an immediate record of eye movements 
and correlates them with drum movement. This 
recording technic also indicates the direction of eye 
movements. The sample of normal record is arranged, 
by convention, so that movement to the left is indi- 
cated by a downward deflection. 


The instructions in these experiments were 
brief and simple, and no verbal response 
was required of the subject. 

The first experiment(16) was a study of 
oculomotor, postural and vestibular pat- 
terns. The study was stimulated by work 
on postural responses by Dr. Lauretta 
Bender and her co-workers(17, 18, 19). 
We were particularly interested in the 
observation and electrical recording of 
ocular-righting and nystagmoid movements. 
We secured the cooperation of the neurol- 
ogy department of Mount Sinai Hospital 
and Dr. Howard Kreiger, consultant neurol- 
ogist, aided in this study. (Routine neuro- 
logical and EEG examinations were within 
normal limits for all children.) 

Figure 3 illustrates one aspect of this 
experiment; the apparatus for eliciting 
optokinetic nystagmus and recording eye- 
movements. The child sat in the center of 
a large plastic drum made of alternate 
black and white stripes which was driven 
by a variable speed motor. Recordings were 
made first without instructions and then 
with instructions to fixate the stripes. Head 
movements were continuously observed 
throughout the procedure. 

Postural and vestibular patterns in 3 
groups of children: 1. Schizophrenic, 2. 
Clinical controls, and 3. Neurologically 
normal children drawn from the pediatric 
wards of Mount Sinai Hospital were ex- 
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Fig. 4: Bar graphs indicate the number of ab- 
normal responses in each test for the total number 
of subjects in each diagnostic category: S, schizo- 
phrenic, BD, nonschizophrenic behavior disorder, N, 
normal. 
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amined. The significantly higher incidence 
of abnormal patterns in schizophrenic chil- 
dren is shown in Figure 4. One of these 
deviant patterns found in 40% of the schizo- 
phrenic children was an involuntary head 
movement in response to optokinetic stim- 
ulation, in the direction of the rapid phase 
of the nystagmus. Thus, the child’s head 
would slowly turn counterclockwise to the 
direction of drum rotation and align 
parallel with his shoulders in a fencer’s 
position. The direction of head movement 
could be reversed by reversing the direc- 
tion of drum rotation. This was observed in 
only one of the clinical controls and in 
none of the normal children. 

This experiment was presented to docu- 
ment the observation that a higher in- 
cidence of abnormality is found in schizo- 
phrenic children even when tested with 
nonverbal, nonrigorous, supposedly non- 
intellectual procedures. Before showing the 
correlation between psychometric intelli- 
gence and the performance in the proced- 
ure just described, I would like to present 
one other experiment, and then discuss the 
results of both experiments together. 

The apparatus and procedure for the 
next study(12) were extremely simple. The 
investigator merely touched the child 
simultaneously on the cheek and the dor- 
sum of the hand and asked him to point 
to where he had been touched. In a series 
of studies, Fink, Green and Bender( 20, 21) 
have shown that ability to identify both 
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stimuli is related to mental age. By the 
age of 7, normal children are able to 
identify both stimuli within 10 trials. 

Results for schizophrenic, clinical con- 
trols, and public school children are shown 
in Figure 5. “Positive” findings refer to the 
child’s failure to identify both stimuli with- 
in 10 trials. Note that none of the public 
school children was “positive” with eyes 
open. The schizophrenic group differed 
significantly from the clinical group and 
the normal controls. The pattern of errors 
made by the schizophrenic children in the 
“positive” group was not random but was 
consistent with their mental age and in- 
distinquishable from that made by normal 
younger children and patients with severe 
brain disease. On the other hand, the per- 
formance of the “negative” schizophrenic 
group was identical with that observed in 
normal children. 

RELATION OF 


DEVIANT POSTURAL AND PERCEPTUAL PATTERNS TO 
1Q IN SCHIZOPHRENIC CHILDREN 
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Figure 6 illustrates the correlation be- 
tween perceptual-motor performance and 
intelligence for schizophrenic children. The 
results are exceedingly clear. Turning to the 
postural study, we see that none of the 
children of normal intelligence showed any 
altered motility, whereas all the children 
functioning at intellectually retarded levels 
were abnormal. (A high correlation be- 
tween intelligence and motor proficiency in 
mentally retarded subjects has previously 
been demonstrated(22).) The results for 
the perceptual study mirror those of the 
postural investigation in demonstrating the 
high correlation with intellectual function- 
ing. 
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These results indicate the following: 1. 
Perceptual-motor and _ intellectual ab- 
normality indicative of cerebral dysfunc- 
tion occur more frequently in schizophrenic 
children than in other psychiatric disorders 
of childhood. 2. Children diagnosed as 
schizophrenic are a heterogeneous group 
that can validly be dichotomized into those 
children with intellectual retardation and 
those without. 

Mental Retardation and Childhood 
Schizophrenia.—In the introduction to this 
paper it was pointed out that a large per- 
centage of children who have been diag- 
nosed as mentally retarded have associated 
behavior disorder that is similar to that 
observed in schizophrenic children. Very 
little experimental work has been done in 
comparing these two groups. 

I would like to cite one experiment that 
is relevant to this topic. One hundred and 
twenty-four children above the age of 6 
were tested in the outpatient clinic of the 
pediatric psychiatry department of the 
Jewish Hospital of Brooklyn(23). Fifty- 
eight percent of this group were intel- 
lectually retarded (IQs below 70), 16% 
were of borderline intelligence (IQs be- 
tween 70 and 80), and 26% were normal or 
dull normal, that is, above 80. Thirty-one 
of the 124 children were classified as 
schizophrenic or showing pronounced 
schizophrenic symptomatology, 71% of 
whom were intellectually retarded. 
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Figure 7 illustrates the relation of face- 
hand test performance to mental age for 
the entire group. By the mental age of 7 
almost all mentally retarded and emotional- 
ly disturbed children were able to identify 


both stimuli correctly within 10 trials. The 
performance of the schizophrenic children 
was similar to the nonschizophrenic group 
in that those children with a mental age 
above 7 were negative, those below tended 
to be positive. The only difference between 
the nonschizophrenic and schizophrenic 
groups was that a larger percentage of the 
latter was nontestable. However, all these 
nontestables had mental ages below 5 years. 
The test performance of the retarded chil- 
dren with associated schizophrenic sympto- 
matology was identical with the intellec- 
tually retarded schizophrenic children seen 
at the Ittleson Center. 

If the behavior of a sizeable group of 
schizophrenic children is similar to that 
of children diagnosed as mentally retarded, 
it is important then to focus on the concept 
of mental retardation. After reviewing some 
of the recent literature in the field of 
mental retardation, the concensus seems to 
be that mental retardation is not a clinical 
entity but a social classification( 15, 24, 25). 
The committee of nomenclature of the 
American Association on Mental Deficiency 
(26) defines mental retardation as a 
“, group of conditions which is charac- 
terized by: 1. Inadequate social adjust- 
ment; 2. Reduced learning capacity ; 3. 
Slow rate of maturation ; present singly or 
in combination, due to a degree of intel- 
lectual functioning which is below the 
average range, and usually is present from 
birth or early age.” This definition could 
easily be applied to approximately 75% of 
the schizophrenic children cited in this 
report, 

The concept of mental retardation as a 
stationary, irreversible condition, and men- 
tal illness as progressive in character, may 
be fallacious. Etiology is known in only a 
small percentage of the mentally retarded. 
For example, Perry(15) states that more 
than 50% of the mentally retarded admitted 
to public institutions are clinically undif- 
ferentiated. Not all mental retardation is 
due to pre- or paranatal causes, it can 
occur at any stage in development as a 
result of infection, trauma, or metabolic 
disease. Conversely, there is also much 
evidence to suggest that schizophrenic chil- 
dren are frequently abnormal at birth or in 
early infancy(27, 28). 
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Benda, et al.,(29) have declared that 
“the artificial distinctions between mental 
defects and mental illness and the defini- 
tion of psychosis as legally used in adult 
psychiatry are not feasible in child psy- 
chiatry.” 

It would appear that when severe be- 
havior disorder coexists with intellectual 
defect in childhood, which aspect is 
stressed—the retardation or the behavior 
disorder—is a function of the observer's 
orientation rather than the child’s behavior. 
Many children are being shunted from one 
agency to another because of a rigid ad- 
herence to diagnostic stereotypes, thereby 
leading to difficulties for the children, their 
parents, and the agency. Agencies servicing 
the emotionally disturbed reject those chil- 
dren, claiming that they are retarded. Those 
concerned with mental retardation exclude 
them, asserting that they are schizophrenic. 
Fortunately, there is a growing recognition 
of this dilemma and attempts are being 
made to overcome it(6, 30, 31). 

Schilder(32) summed up this problem 
most succinctly when he stated, “Whenever 
there is a disturbance in the intellectual 
field, there is also a deep-going disturbance 
in the emotional sphere.” 


SUMMARY 


Intellectual functioning of children diag- 
nosed as schizophrenic is systematically re- 
viewed. According to the reports in the 
literature, over 50% of these children could 
be classified as having borderline or sub- 
normal intelligence by conventional cri- 
teria. On perceptual and motor tests, the 
performance of the intellectually retarded 
schizophrenic children was similar to that 
observed in younger normal children, 
mentally retarded adults, and adults with 
severe mental changes as a result of brain 
disease. 

Neither childhood schizophrenia nor 
mental retardation is a distinct clinical 
entity encompassing homogeneous groups. 
When severe behavior disorder coexists 
with intellectual defect in childhood, the 
altered behavior may be a reflection of 
cerebral dysfunction. Which aspect is 
stressed—the retardation or the behavior 
disorder—is, in part, a function of the ob- 


server's orientation rather than the child’s 
behavior. 

The general disagreement, and the lack 
of clarity in this field, may be due largely 
to the paucity of systematic, controlled ex- 
perimentation. 
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When I began to work with retarded 
children over seven years ago as the only 
psychiatrist in a multidiscipline team, I 
was often asked to examine a case and 
make a differential diagnosis between men- 
tal retardation and schizophrenia. Typically 
the problem would involve a child whose 
general development was slow, but who 
also presented more or less prominent 
symptoms of disorganization, self-absorb- 
tion, empty repetitiveness, excessive anx- 
iety, or other peculiarities which either 
accompanied or complicated the general 
retardation or else seemed in themselves 
to induce the child’s learning difficulties 
and intellectual backwardness. The ques- 
tion then was: is this essentially a disor- 
ganizing psychotic process which incident- 
ally hampers intellectual development, or 
is this essentially a case of mental retarda- 
tion with associated features of disturbed 
organization or with secondary psychologi- 
cal problems attaining psychotic propor- 
tions ? Not infrequently the question of 
institutional or school placement hinged on 
the diagnosis, and always the plan of man- 
agement depended on our diagnostic ap- 
praisal. Problems of this sort do not now 
concern us as they did then, and we no 
longer strain to make a differential diag- 
nosis in most of these cases. 

Certain of the early assumptions under- 
lying the question of a differential diag- 
nosis no longer seem valid to us. In 
medicine important differential diagnostic 
considerations arise when two or more 
distinct disease entities produce the same 
or similar symptoms. Since rational treat- 
ment should attack the basic etiologic 
factors whenever possible, sound treatment 
will depend on accurate diagnosis. If by 
the term disease we understand a medical 
disorder characterized by a common eti- 
ology, common symptoms, and common 
course, then neither schizophrenia nor 
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mental retardation represent specific dis- 
ease entities ; both are descriptive terms for 
symptoms or syndromes which may have a 
variety of causes. There has been an un- 
fortunate tendency to neglect or forget the 
true meaning or historical background of 
the term schizophrenia. The term is Eugen 
Bleuler’s, and its classical formulation is 
found in his book Dementia Praecox or the 
Group of Schizophrenias which appeared in 
1911(1). He defined the term as follows : 
By the term ‘dementia praecox’ or ‘schizo- 
phrenia’ we designate a group of psychoses 
whose cause is at times chronic, at times 
marked by intermittent attacks, and which 
can stop or enter remission at any stage, but 
does not permit a full restitutio ad integrum. 
The disease is characterized by a specific 
type of alteration of thinking, feeling, and 
relation to the external world which appears 
nowhere else in this particular fashion. 


He then goes on to describe the familiar 
common symptoms of personality disorgan- 
ization, disconnected thought processes, 
bizarre unpredictable behavior, blocking, 
inappropriate affect, motility disturbances, 
autism, fantasy development, delusions, 
hallucinations, etc. In discussing etiology 
Bleuler again emphasized the variety and 
multiplicity of the factors that may be 
involved: hereditary, psycho-social, en- 
docrinological, infectious, toxic, and organic 
cerebral disturbances. Because of the 
generally acknowledged relationship of 
mental retardation to cerebral pathology, 
it should be especially noted that Bleuler 
wrote, 

We must assume that head trauma can pro- 
duce or release a schizophrenic picture . . . 
Organic cerebral disturbances have to re- 
ceive attention. We know that chronic menin- 
gitis, cerebral gliosis and cerebral trauma can 
produce pictures similar to schizophrenia. In 
these cases the element of coincidence can 
be excluded. 

It is the thesis of this paper that the same 
cerebral defects or dysfunctions associated 
with mental retardation may and do induce 
patterns of disorganized thinking and be- 
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havior which we call schizophrenic. 

About 80% of the retarded children seen 
at our clinic present some associated psy- 
chiatric problems, and at least 5% could be 
diagnosed as primarily schizophrenic. Some 
significant degree of withdrawal, self-ab- 
sorbtion, or autism, is found in as many as 
13%. The most common associated psy- 
chiatric problem in our series of cases is 
not however schizophrenic symptomatol- 
ogy, but the combination of hyperactivity 
and distractability which has been des- 
cribed elsewhere(2)—falsely, we think—as 
the “brain-injured” picture. Excessive fear- 
fulness is found in 24% of our cases. In 
addition, most of the children we see pre- 
sent various secondary psychological prob- 
lems related to the frustrations, social 
rejection, and social isolation so many of 
them experience. I have for our present 
purpose analyzed a random series of 31 
cases where specifically schizophrenic fea- 
tures are encountered. From this analysis 
the following items of interest emerge : 
though all of the cases applied for services 
on the assumption that they were retarded 
or possibly retarded, 5 of these cases proved 
to test on the Stanford-Binet with Intelli- 
gence Quotients above 80, with 2 above 
100. The rest were distributed in the bor- 
derline or mild retardation range, though 
nearly one-third proved to be too difficult 
to profitably test. The medical histories of 
these cases are of some significance : in 6 
cases there were histories of previous mis- 
carriages, in 9 instances the pregnancies 
were described as difficult, and 2 mothers 
admitted attempted abortions. In 14 in- 
stances there were reports of some signifi- 
cant difficulty or complication of childbirth. 
In at least 12 cases some other congenital or 
early defect was noted, such as nystagmus, 
strabismus, microcephaly, congenital heart 
disease, premature pubescence, or webbed 
toes. Six had convulsions, and in 10 cases 
there were significant neurological defects. 
Eleven had serious childhood illnesses, in- 
cluding 3 cases of encephalitis, 1 case of 
skull fracture, 1 case of severe serum sick- 
ness, and a scattering of cases of pneu- 
monia, asthma, or severe diarrhea. In sever- 
al cases there were indications of severe 
environmental stress. 

Most of our cases came to us before they 


were 6 years old, and it is interesting to 
note that in the majority of cases, parents 
first felt concern about the child’s develop- 
ment when the child was between 2 and 4 
years of age, and their most prominent com- 
plaint concerned the delay of speech de- 
velopment. At the time of our examination, 
16 of the children were described as mute 
or partially mute, 17 were described as 
withdrawn, and of these 10 were both with- 
drawn and hyperactive. 

In summary we can say that this group 
was characterized by the prominence of 
medical and specifically cerebral pathology. 
In contrast to the usual cases of mental re- 
tardation that we encounter, it is prob- 
ably correct to say that delayed motor 
development did not represent a prominent 
feature of this group of children with 
schizophrenic symptomatology and _ that 
their deficiencies were especially likely to 
appear in the areas of speech, learning, 
social withdrawal, or untoward social be- 
havior. In checking through the case rec- 
ords we find that mutism, hyperactivity, 
anxiety, and autism are the most common 
findings in this particular series of cases. 

In terms of the dynamics of emergence 
of schizophrenic symptomatology our case 
material can be viewed from another angle, 
and here we find that the schizophrenic 
syndrome is encountered in a retardation 
clinic such as ours in several quite different 
kinds of cases : 

1. There is the child of normal or even 
superior intelligence who presents primary 
schizophrenic symptoms. Such a child may 
have had a slow start but now tests within 
the normal range. Though he may display 
peculiarities of reaction and behavior 
which hamper the learning process or test- 
ing procedure, test results in such cases 
are unpredictable and unreliable, show 
much scatter and vary over a wide range, 
with no reliable indication of retardation. 

2. There is the more or less retarded 
child who shows evidence of more or less 
disorganization since infancy. In these cases 
retardation and disorganization can be pre- 
sumed to be common features of some basic 
cerebral defect or dysfunction. 

3. The very autistic or withdrawn child 
who is also more or less unteachable and 
untestable, because he is not approachable. 
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Yet he may learn in his own way and sur- 
prise us with bits of insight and under- 
standing that we had not credited him 
with. We encounter autism both with or 
without evidence of associated intellectual 
defect, but the veil of autism almost always 
creates an appearance of deficiency es- 
pecially in younger children. 

4. The retarded but grossly mismanaged 
child whose secondary psychological prob- 
lems grow to psychotic proportions. The 
presence of hyperactivity, distractibility 
and anxiety all enhance this development, 
not only because they themselves represent 
abnormalities of organization, but also be- 
cause they hamper social adjustment and 
secondarily induce neurotic problems. 

5. The gradual emergence, especially 
towards puberty, of a frank schizophrenic 
process upon the basis of what looked like 
simple retardation—the Pfropfschizophrenie 
of the German literature. 


SUMMARY 


In summary, I think we should make a 
break with the facile generalizations that 
seem to simplify but really complicate and 
distort our work. There is no single entity 
of mental retardation: there are a great 
variety of factors, medical, psychological 
and social, which may impede mental 
growth and development. Similarly, there 
is no simple entity of schizophrenia : here 
too we encounter a variety of medical, 
social and psychological factors which in- 
duce bizarre distortions and disorganized 
patterns of behavior and development. 
Where the intellectual retardation domi- 
nates the picture, we are justified in label- 
ing it descriptively as mental retardation : 
where the distortion and disorganization 
dominate the picture, we are justified in 
calling its schizophrenia. But we must 
recognize that there are many intermediate 
and overlapping types where we must be 
satisfied to describe the picture as retarda- 
tion, with more or less prominent schizo- 
phrenic features. Moreover, in point of 
time, the clinical picture may change in 


any one case and latent or secondary fea- 
tures may become dominant. There is 
much to recommend Benda’s(3) sugges- 
tion that cerebral defect or dysfunction 
present at birth is more likely to produce a 
picture of retarded development, while the 
same process superimposed later, after a 
period of normal development, is more 
likely to induce a pattern of disorganiza- 
tion that is called psychotic. This may be 
compared to the building of a small struc- 
ture with a few bricks, or the later under- 
mining or demolition of a good-sized build- 
ing by removing bricks after the building 
is completed. 

In terms of research and scientific in- 
terest, it is reasonable to expect that some 
common etiologic factors may induce both 
syndromes ; it can be regarded as already 
established that certain kinds of cerebral 
pathology or dysfunction can induce both 
retardation and schizophrenia. Post-anoxic, 
post-encephalitic, and phenylketonuric 
cerebral dysfunction can all demonstrably 
induce psychoses, mental retardation, or 
combinations of both. It is proper to suspect 
that other etiologic agents can do the same. 
At the same time, it would not be at all 
surprising to find that the hard core of 
schizophrenic cases, and the hard core of 
retarded cases, tend to have different types 
of etiology, with ganglion cell destruction 
and cerebral defect dominant in retarda- 
tion, and toxic inhibitory factors dominant 
in schizophrenia. This was Kraepelin’s view 
when he first propounded the concept of 
dementia praecox and there is much new 
work to indicate that his view may prove 
to be correct. 


BIBLIOGRAPHY 


1. Bleuler, Eugen: Dementia Praecox or 
The Group of Schizophrenias. New York : In- 
ternational Universities Press, 1955. 

2. Strauss, A. A., and Lehtinen, L. E. : 
Psychopathology and Education of the Brain- 
Injured Child. New York and London : Grune 
& Stratton, 1955. 

3. Benda, C. E., Farrell, M. J., and Chip- 
man, C. E. : Am. J. Psychiat., 107 : 721, 1951. 


> 


STUDIES OF PARENTAL DEPRIVATION IN 
PSYCHIATRIC PATIENTS 


IAN GREGORY, M. D.! 


INTRODUCTION 


During the past few decades, there have 
been many attempts to assess the possible 
influences of childhood experiences on per- 
sonality development, social adjustment 
and mental health. One of the most factual 
and far-reaching experiences of childhood 
susceptible to investigation is the loss of a 
parent by death or prolonged absence from 
the home. However, our knowledge of the 
frequency of parental deprivation during 
the childhood of patients with various psy- 
chiatric disorders is still very limited. In 
the present article, attempts are made to 
discuss systematically various difficulties 
that have been encountered in estimating 
the frequency of parental deprivation, and 
also to distinguish between reasonable 
probability and speculation concerning 
data hitherto recorded.? 

It appears to me that several types of 
error have occurred repeatedly in studies 
of this nature : 1. Comparisons have some- 
times been made between basically unlike 
samples ; 2. Selection has led to many sam- 
ples not being truly representative of the 
universe from which they were drawn ; 
3. There has been a failure to allow for 
chance errors in sampling, and to apply 
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tests of statistical significance to differences 
observed ; 4. A number of common fallacies 
have frequently invalidated deductions. 

1. Comparisons between unlike samples : 
A common cause of this type of error ap- 
pears to be failure to define accurately what 
is being studied. In recording data con- 
cerning parental deprivation, care has not 
always been taken to specify the reason for 
deprivation (parental death, separation, 
sickness, etc.) and the age by which it 
occurred, in individuals who have passed 
that age (4, 25, 26). In others, comparisons 
have been made between a sample of chil- 
dren of all ages up to the given age, and a 
patient group that have all passed that age 
(16, 31-33). In this connection, it may also 
be mentioned that, when figures are given 
for both death and separation of the par- 
ents, it should be clearly specified whether 
parents who have died after separation 
have been included in the figures for pa- 
rental deaths, as well as in those for 
separation. 

2. Samples not representative due to 
selection: There are many reasons why 
samples may fail to be truly representative 
of the universe from which they were 
drawn, and hence permit generalization of 
conclusions concerning the sample. In some 
instances, selection may be recognized, de- 
liberate or even inevitable, but often ser- 
ious errors may arise from unrecognized 
selection. 

The method of collection of data is not 
infrequently a source of selection or bias, 
and Hill(12) discusses several types of 
error inherent in data collected by means 
of questionnaires or hospital statistics. In- 
formation obtained from hospital records 
is open to question on several grounds, e.g., 
in many diseases only the most seriously 
ill patients are likely to be taken to hospital, 
and hospitalized patients are likely to be 
selected according to time, locality, and 
various socio-economic and cultural fac- 
tors (see below). 

Now data on parental deprivation in 
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mentally ill patients have commonly been 
collected from histories in hospital files, re- 
corded shortly after the patient’s admission 
when detailed or accurate information may 
not have been available. Such information 
is often obtained from parents, particularly 
in the case of unmarried patients, and there 
is every reason to believe that a higher 
frequency of parental deprivation might 
well be found amongst those patients’ 
records which investigators have been 
obliged to discard on account of inadequate 
information, than amongst those which 
have been found acceptable. Kaelbling( 14) 
commented on the fact that one investi- 
gator eliminated almost one-third of his 
case records(33) because of incomplete- 
ness, vagueness or ambiguity. It may also 
be mentioned that Gerard and Siegel(8) 
excluded 20 to 25% of their potential sub- 
jects because there were no informants, and 
Blum and Rosenzweig(4) excluded 50% of 
theirs because they required certain in- 
formation on siblings. In a number of in- 
stances, however, this common source of 
bias may easily pass unnoticed because no 
figures are given for the percentage of 
records discarded. 

A source of serious difficulties in past 
investigations of this nature has been fail- 
ure to recognize that rates of parental 
deprivation are related to prevailing rates 
of mortality, separation and divorce (and 
psychosis), and that the latter all vary 
considerably over periods of time, from 
place to place, and according to the age, 
sex, socio-economic and cultural groups to 
which the individual belongs. Thus, during 
the past half century, death rates have been 
progressively declining, and there has been 
a corresponding gradual decrease in the 
frequency of parental deprivation by death 
(20; see also Table 1). Moreover, the 
ratio between children losing fathers by 
death and those losing mothers by death 
has been increasing (in North America), 
and in recent years has approached two to 
one (since (a) men tend to be older than 
their wives, (b) males have a higher death 
rate than females of the same age, and (c) 
death rates for women of child-bearing 
age have been declining more rapidly than 
those of their mates). 

Similar but less well established factors 


appear to apply to the loss of parents by 
separation or divorce, but (in contrast with 
the declining death rates) this type of dep- 
rivation seems to have been increasing (in 
North America) during the past half cen- 
tury. However, this type would also appear 
to result far more frequently in the loss 
of father than of the mother, as suggested 
by recent figures(21) to the effect that, in 
the United States in 1955, the numbers of 
children under 18 living with their mothers 
alone exceeded those living with their 
fathers alone by more than 8 to 1 (although 
it may be noted in passing that this ratio 
might be appreciably affected by differing 
rates of re-marriage between fathers and 
mothers who had previously been widowed 
or divorced ). 

There is also evidence indicating that 
mentally ill patients and their families may 
be subject to selection by factors similar to 
those which influence rates of mortality and 
separation. Terman’s studies(30) indicated 
that very superior intelligence in California 
school children was accompanied by subse- 
quent low death rates, low insanity and 
suicide rates, and low divorce rates, but 
with superior educational attainments and 
socio-economic status. Other studies show 
that in certain forms of (hospitalized ) men- 
tal illness there may be increased mortality 
rates(17), and divorce rates(11). Increased 
rates of parental deprivation, as well as of 
certain forms of mental illness, may also 
be expected in those of limited socio-eco- 
nomic status(29), in immigrants from cer- 
tain countries(11,19), and in children of 
parents above average age(10). 

3. Chance errors in sampling : Every sta- 
tistical value calculated from a sample 
may differ from the true value in the uni- 
verse that is being sampled(12, 22), and 
the probability of the true value falling 
within a certain range may readily be ob- 
tained by calculating the standard error of 
the value for the sample. On the basis of 
chance, we may expect the value for the 
sample to differ from the true value for the 
universe by more than (plus or minus) 
twice its standard error, only about once in 
22 trials; and we may expect it to differ 
from the true value by more than 3 times 
its standard error only once in 370 trials. 
Similarly, the standard error of the differ- 
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ence between values obtained for two dif- 
ferent samples may readily be calculated 
from formulae given later. The statistical 
significance of the difference between the 
values in the two samples may then be 
obtained by comparing this difference with 
its standard error. 

These simple safeguards have almost in- 
variably been neglected in presenting fig- 
ures on parental deprivation, but some idea 
of the possible magnitude of such errors in 
small samples may be obtained from Tables 
1 and 2. The most obvious example con- 
cerns the samples of schizophrenics and 
controls recorded by Prout and White( 27), 
which each included 7 cases from broken 
homes. Although the frequency of broken 
homes in each of these samples is the same 
(i.e. 28%), the value for either of the uni- 
verses from which these two samples were 
drawn might be expected to fall outside 
the range of 10 to 46% approximately once 
in 22 trials. Moreover, by calculating the 
standard error of the difference between 
these two samples (plus or minus 12.7%), 
it may be concluded that the frequency of 
broken homes in each of these two uni- 
verses could differ by more than 25% with 
a probability of about 1 in 22. It is obvious 
then that gross differences may exist be- 
tween the frequency of deprivation in two 
separate universes, without such differences 
being revealed by small samples. 

4. Fallacies in deduction: There are 
many possible fallacies and difficulties in 
interpreting statistical data(6,12), and I 
propose to draw particular attention to 4 
types of error that have arisen in studies 
on the frequency of parental deprivation. 

Unjustified generalization. There is evi- 
dence indicating a considerably increased 
frequency of parental deprivation in adoles- 
cents or adults showing persistent delin- 
quent or antisocial behavior(5,9), but it 
its unjustifiable to conclude from these data 
that there is an increased frequency of 
early parental deprivation in other forms 
of mental or personality aberration. 

Unjustified specificity. The evidence to 
which attention has just been drawn indi- 
cates that many individuals showing de- 
linquent or antisocial behaviour lost one or 
both parents during childhood. It is un- 
justifiable to conclude from these data that 


the significant loss was that of the mother 
(5). 

Association does not indicate direct caus- 
ation. There may be an association between 
parental deprivation and subsequent anti- 
social behaviour, but it is not justifiable to 
conclude that the former causes the latter, 
nor even that the circumstances which fol- 
low or immediately precede parental sepa- 
ration also cause antisocial behaviour in the 
children. The observed association would 
be equally compatible with some type of 
selection (see above), or with a hypothesis 
that antisocial behaviour is genetically de- 
termined, and that an increased rate of 
parental separation is to be expected in 
parents with a similar type of personality. 
It may also be noted that a genetic hypoth- 
esis is even compatible with a somewhat 
increased death rate in the parents of 
mentally ill patients, since mental illness 
itself may be associated with an increased 
death rate(17). 

Absence of association does not indicate 
some specific alternative cause. Just as 
presence of an association between parental 
deprivation and subsequent antisocial be- 
haviour does not preclude the possibility of 
genetic transmission, neither does the ab- 
sence of such association support a heredo- 
constitutional hypothesis, as concluded by 
Oltman et al.(24). Whereas the presence 
of an association may imply direct causa- 
tion, failure to establish an association does 
not indicate any specific alternative causa- 
tion, and does not necessarily even preclude 
the possibility that such an association 
exists. Absence of a statistically significant 
association may result from chance, coupled 
with two few observations, and a significant 
association may become evident on increas- 
ing the number of observations. 


DATA TABULATED IN THE PRESENT STUDY 


The data tabulated are of two types—(a) 
Tables 1 and 2 show the estimated frequen- 
cies of parental deprivation in various sam- 
ples of control groups and of psychiatric 
patients ; (b) Tables 3 to @ inclusive show 
the relative frequencies of deprivation in 6 
separate diagnostic groups of psychiatric 
patients (as compared with frequencies for 
the control group) in a single study by 
Oltman et al.(24). 
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TABLE 1. 


CUMULATIVE FREQUENCY OF PARENTAL DEPRIVATION IN CERTAIN SAMPLES 
THaT Have Been Usep As CONTROLS 


Age by Percentage deprived 
Year, and Size and other which of one or both parents (a) 
Source of location characteristics deprived 
information of sample of sample of one or from all 
both parents by death causes (b) 
Lotka, 1920 Actuarial computation | 12 years 18.4 (c) _ 
quoted by U.S.A. 
Barry 1930 Actuarial computation | 12 years 13.4 (c) _ 
(1939) U.S.A. 
Metropolitan Large sample of 0-4 years 29 _ 
Life Insurance 1940 U.S. population 5-9 years 7.3 _ 
Company aged 0-17 years. 10-14 years 12.7 = 
(1944) U.S.A. 15-17 years 17.6 _ 
Ingham 1948 370 selected college 
(1949) Los Angeles, 22 years 19.2+2.0 32.7+2.4 
California students 
Lidz and 1941-49 
Lidz Baltimore, 69 medical students 19 years — 174+4.6 
(1949) Maryland 
Prout and 1949 25 selected young 
White White Plains, 15 years _- 28.0+9.0 
(1950) New York adult males 
Norton 1947-49 500 selected 5 years 3.6+0.8 (c) — 
(1952) London, physically ill 10 years 7.81.2 (c) -~ 
England general hospital 15 years 14.8+1.6 (c) -- 
patients 20 years 23.0+1.9 (c) — 
Wahl 1952-53 10 per cent sample of | by induction 
(1956, b) Bainbridge, 50,000 recruits (median age 
Rasmussen Maryland inducted into United 19.0 years) 18.1+0.5 (c) | 30.40.6 (c) 
(1958) States Navy 
(94% Caucasian) 
Oltman, 1951 230 state mental 7 years “= 11.7%2.1 
McGarry & Newtown, 13 years 22.64%2.6 
Friedman Connecticut hospital employees 19 years 26.6429 32.243.1 
(1952) 


(a) plus or minus the standard error, obtained from the formula V (pXq)--n, where p is 
the percentage of the sample deprived, q is the percentage not deprived and n is the number 


of persons in the sample. The true value for the universe from which the sample is drawn 
may be expected to fall within plus or minus twice the standard error of the sample in over 95% 
of trials (and within plus or minus three times the standard error in well over 99% of trials). 
(b) includes death, divorce, separation, desertion and psychosis in parents. 
(c) obtained by adding the percentages having lost a father to the percentages having lost a mother. 
The percentages having lost both parents should therefore be subtracted but are unknown. How- 
ever, rough estimates of percentages having lost both parents by death are 1% by 10 years, and 


3% by 20 years. 


1. Estimated frequency of parental dep- 
rivation in various samples of controls and 
psychiatric patients: In order to render 
some comparisons possible between data 
concerning different samples, the time, lo- 
cation and certain other characteristics of 
the samples have been tabulated, along 
with the type of deprivation and the age at 
which this deprivation took place. Standard 


errors of the percentages deprived have 
been calculated (wherever possible) from 
the formula \/(pxq)=n , where p is the 
percentage deprived, q is the percentage 
not deprived and n is the number of 
observations. 

The statistical significance of the differ- 
ence between two reasonably matched 
samples may be obtained from t, which is 
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CUMULATIVE FREQUENCY OF PARENTAL DEPRIVATION IN CERTAIN SAMPLES 


TABLE 2. 


OF PSYCHIATRIC PATIENTS 


Source of 
information 


Year, and 
location 
of sample 


Size and other 
characteristics 
of sample 


Age by 
which 
deprived 
of one or 


Percentage deprived 
of one or both parents (a) 


by death 


from all 
_Causes (b) 


Barry and 
Bousfield 
(1937) 


? -1937 
Greystone Park, 
New Jersey 


239 white psychotic 
patients, born after 
1910. 


both parents 


12 years 


27.62.9 


Barry 
(1939) 


? -1939 
Greystone Park 
New Jersey 


549 white psychotic 
patients, aged 16-25 
years 


12 years 


26.8+1.9 (c) 


Madow and 
Hardy 
(1947) 


1947 
Tuscaloosa, 
Alabama 


211 neurotic soldiers 
aged 19-43 years 


9 years 
16 years 


10.442.1 
19.0*%2.7 


20.94+2.8 
36.043.3 


ingham 
(1949) 


1946-48 
Los Angeles, 
California 


138 psychoneurotic 
college students 


22 years 


21.04%3.5 


52.1%4.2 


Lidz and 
Lidz 
(1949) 


1941-49 
Baltimore, 
Maryland 


50 adolescent 
schizophrenics 


19 years 


28.0+6.3 


40.0+6.9 


Gerard and 
Siegel 
(1950) 


1948-49 
Brooklyn, 
New York 


71 male urban 
schizophrenics 


10 years 


24.0+5.0 


Prout and 
White 
(1950) 


1949 
White Plains, 
New York 


25 young adult male 
schizophrenics 


28.0+9.0 


Norton 
(1952) 


1947-48 
London, 
England 


500 psychiatric patients 
(predominantly psycho- 
neurotic) 


5.81.0 (c) 
12.2+1.5 (c) 
18.6+1.7 (c) 
25.641.9 (c) 


Wahl 
(1954) 


1948 
Elgin, Illinois 


392 schizophrenics 


24.3%2.2 


43.2+%2.5 


Wahl 
(1956, a) 


1948 
Elgin, Illinois 


109 male alcoholics 


24.8+4.1 


36.7446 


Wahl 
(1956, b) 


1953-54 
U. S. Navy 
(Philadelphia ) 


568 male schizophrenics 


20.641.7 


41.442.1 


Oltman, 
McGarry 

& Friedman, 
(1952) 


?-1951 
Newtown, 
Connecticut 


600 schizophrenics 


19.0+1.6 


16.2+1.5 
27.0+18 
34.241.9 


200 alcoholics 


24.0+3.0 


10.0*#2.1 
20.5428 
31.0%3.3 


139 psychoneurotics 


31.0+3.9 


20.843.4 
36.7+4.1 
48.9+4.3 


115 manic depressives 


27.0+4.1 


15.7+3.4 
29.644.2 
33.9+4.4 


90 psychopathic 
personalities 


21.1%4.3 


24.444.5 
38.9+5.1 
47.745.2 


77 “other psychoses” 


23.4448 


15.6+4.1 
27.35.1 
35.145.3 


(a), (b) and (c) See corresponding footnotes beneath Table 1. 
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the difference divided by its standard error 
(and which may reach 2 on a chance basis 
about once in 20 times, or may reach 3 on 
a chance basis about once in 370 trials). 
Now the variance of the sum or difference 
of two independent random variables is 
equal to the sum of their variances(22). 
Hence, the standard error of the difference 
between two percentages may be obtained 
from the formula where 
and ¢, are the standard errors of each of 
the two percentages (as given in Tables 1 
and 2). 

The samples shown in Table 1, indicate 
some decrease in death rate over a period 
of time. It should perhaps be mentioned 
that, in order to be comparable with figures 
obtained by actuarial computation (such 
as those given for persons born in the years 
1920 and 1930), the mean age of the sample 
should be subtracted from the year in 
which it was recorded. 

Examination of Table 2 will show that 
various selective factors, small samples, and 
lack of standardization in the recording of 
data render relatively few comparisons 
justifiable, either with each other or with 
the data recorded in Table 1. However, it 
does appear that Barry’s psychotic patients 
(1,2) show a rate of parental deprivation 
by death by the age of 12 that is about 50% 
higher than expected for Americans born 
around 1929. Ingham’s psychoneurotic col- 
lege students(13) show no significant ex- 
cess of parental deaths by the age of 22 
years, but do show a significant excess of 
deprivation from other causes. Norton’s 500 
psychiatric patients(23) (predominantly 
psychoneurotic) show a relative excess of 
deprivation by death up to the age of 10 
years. Wahl’s schizophrenic patients(31, 
33) show comparatively lower rates of dep- 
rivation by death (by the age of 15 years) 
than Barry’s (although their mean age is 
not certain, and other possible selective 
factors have been already noted), whereas 
the rate of deprivation from other causes is 
unduly high. 

Data recorded by Oltman et al.(24) show 
an unduly high rate of deprivation by death 
amongst the control group (mental hospital 
employees), and a relatively low rate of 
deprivation from other causes, which may 
both be related to age (see below) or pos- 


sibly ethnic origin. Their schizophrenic 
group shows a surprisingly low rate of de- 
privation by death compared with other 
schizophrenic samples, but, with certain 
reservations, it is felt that the data pre- 
sented by the latter authors(24) merit 
further analysis, which will now be under- 
taken. 

2. Frequency of parental deprivation in 
six groups of psychiatric patients, as com- 
pared with controls (from data recorded by 
Oltman et al., 1952) : It has been questioned 
whether a control group of mental hospital 
employees can be considered representative 
of the general population(31), the impli- 
cation being that they are a less favoured 
group than the average, possibly on 
grounds of emotional stability or socio- 
cultural factors. However, it seems to me 
that in the present instance the doubtful 
mean age of the employee group is a more 
definite objection, since the patients were 
all under the age of 50 and the control 
group contained 10% over this age (who 
were therefore born in a period of higher 
parental death rates, but lower rates of 
parental separation ). It would appear quite 
likely, then, that the mean age of the con- 
trol group used in this study was appreci- 
ably older than that of some of the patient 
groups, and this may influence the validity 
of some of the comparisons to be made. 
It may be added that the control group 
data were collected by anonymous ques- 
tionnaire, thus introducing another possi- 
bility of selection. A further selective factor, 
of unknown magnitude, is that no indica- 
tion was given as to what proportion of 
patients’ records were rejected because of 
inadequate information in the files. 

Nevertheless, it is felt that, in spite of 
these deficiencies, the data warrant further 
examination because (a) this appears to be 
the only study to date giving comparative 
data on deprivation in several different psy- 
chiatric diagnoses, (b) the statistical analy- 
sis in the original article was limited to a 
few questionable overall comparisons by 
means of chi-square, and permits of con- 
siderable extension. Now the quantity chi- 
square is a useful single measure of the 
aggregate of a set of deviations from ex- 
pectation(7), but in no instance did the 
original authors calculate expected values 
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for the patient groups on the basis of the 
values determined for the control group. 
This procedure is demonstrated with re- 
spect to the overall frequency of depriva- 
tion (for all types of deprivation by the 
age of 19 years) in Table 3, from which it 
should be evident how the relative fre- 
quencies given in the last column are de- 
rived. Figures similar to those in the last 
column of Table 3 have been calculated 
according to the age at which deprivation 
occurred (Table 4), the type of deprivation 
(Table 5), and the parent lost (Table 6). 
The statistical significance of each of the 
deviations from expectancy recorded in 
these 4 Tables was determined by means 
of the t value, calculated from the differ- 
ence between the observed and expected 
percentages deprived, divided by the stand- 


ard error of this difference. In this in- 
stance, the standard error of the dif- 
ference was derived from the formula 


V(piXqi)/n where p; 
and q: were the percentages in one sample 
which were and were not deprived, and 
P2 and qe were the corresponding percent- 
ages in the second sample, while n, and n2 
were the numbers of observations in the 
two samples. 

When Table 3 is examined, the diagnoses 
psychoneurosis and psychopathic person- 
ality show a relative excess of parental 
deprivation (from all causes by the age of 
19) amounting to about 50%. Table 4 shows 
that the excess of observed over expected 
deprivation for these two diagnoses is most 
marked in the age group 0-6 years. For this 
age group, the aggregate of all deviations 


TABLE 3. 


RELATIVE OVERALL FREQUENCY OF PARENTAL DEPRIVATION BY AGE 19 YEARS. 
(From DaTA RECORDED BY OLTMAN ef al., 1952). 


Observed number 
minus expected 
number, as 
percentage of 


Observed 
number 
deprived 


Expected 
number 
deprived (a) 


Diagnosis and 
number of cases 


193 205 
64.4 62 
44.7 68 
37.0 39 
29.0 43 
24.8 27 


Dementia praecox (n=600) 
Alcoholic states (n=200) 
Psychoneuroses (n=139) 
Manic-depressive psychoses (n—=115) 
Psychopathic personality (n=90) 
Other psychoses (n—=77) 


(a) Based on percentage of control group deprived, in this instance 32.2% (i.e., 74 out of 230 
mental hospital employees). 
* probably significant (0.01<P<0.05) 
+ significant (0.001<P<0.01) 


TABLE 4. 


RELATIVE FREQUENCY OF PARENTAL DEPRIVATION, BY AGE OF PATIENT AT TIME OF Loss. 
(From Data REcoRDED BY OLTMAN ef al., 1952). 


Observed number minus expected number, 
as percentage of expected. 
0-6 yearst 7-12 years 

+ 38 0 
— 15 —3 
+ 75* +46 
+ 33 +28 
+108* +33 
+ 33 + 8 


Diagnosis 


13-18 years 
+10 
+28 
— 54 
—7 
—32 


Dementia praecox 
Alcoholic states 
Psychoneuroses 
Manic-depressive psychoses 
Psychopathic personality 
Other psychoses 


* probably significant (0.01<P<0.05) 

t for the age group 0-6 years, the aggregate of the deviations from expectancy (for all diagnoses 
combined) is extremely significant (chi-square=34.5, with 5 degrees of freedom, and hence 
p<0.001). Major contributions to this value for chi-square were made by dementia praecox, 
psychoneuroses and psychopathic personality. 
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expected. 
+ 6 
—4 
+52t 
+48* 
+9 
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from expectancy is extremely significant 
(p<0.001), major contributions to chi- 
square being made by the two diagnoses 
already mentioned and also dementia prae- 
cox. Table 5 shows that (by the age of 19 
years ) these same three diagnoses exceeded 
their expected frequencies for deprivation 
by divorce, separation or desertion, while 
dementia praecox and manic-depressive 
psychoses exceeded their expected fre- 
quencies for deprivation by psychosis. 
Table 6 shows that (by the age of 19 
years) there is only one significant relative 
excess of parental deprivation by parent 
lost—namely that for loss of father amongst 
psychoneurotic patients. However, the fig- 
ure for the loss of both parents in psycho- 
pathic personality is suggestive, and other 
significant findings might well be revealed 
in larger samples of cases divided into age 


RELATIVE FREQUENCY OF PARENTAL DEPRIVATION 


TABLE 5. 


groups at which each parent was lost) ; as 
done in certain other studies(3, 23). 


DISCUSSION 


In a monograph published under the 
auspices of the World Health Organization, 
Bowlby(5) reviewed numerous articles re- 
lating parental deprivation during child- 
hood to subsequent maladjustment. He di- 
vided the evidence quite appropriately into 
3 main classes—l. Direct studies of the im- 
mediate effects of deprivation on children 
in institutions, hospitals and foster homes, 
2. Retrospective studies of the histories of 
adolescents or adults showing established 
signs of abnormality, 3. Follow-up studies 
of children who suffered deprivation in 
their early years. Among the evidence he 
reviewed, direct studies were the most 
numerous, but these refer specifically to 


(py AGE 19 YEARS), BY TYPE OF DEPRIVATION. 


(From Data RECORDED BY OLTMAN ¢é al., 1952). 


Observed number minus expected number 


as percentage of expected 


Diagnosis Divorce, 
Death separation Psychosis 
or desertion 

Dementia praecox —28* + 71* (x)t 
Alcoholic states —10 — 3 (x) 
Psychoneuroses +16 +218t 0 
Manic-depressive psychoses + 1 — 69* (x)* 
Psychopathic personality —20 +313t (x) 
Other psychoses —12 +107 0 


* probably significant (0.01<P<0.05) 
+ extremely significant (p<0.001) 


(x) None of the control group of state hospital employees reported having lost a parent due to 
psychosis. The observed numbers by diagnosis were as follows:—dementia praecox 33, alcoholic 
states 3, psychoneuroses 0, manic depressive psychoses 6, psychopathic personality 3, other 


psychoses 0. 


TABLE 6. 


RELATIVE FREQUENCY OF PARENTAL DEPRIVATION (BY AGE 19 YEARS), BY PARENT Lost. 
(From Data RECORDED BY OLTMAN ef al., 1952). 


Observed number minus expected number, 


as percentage of expected. 


Diagnosis 
Father Mother | Both parents 
Dementia praecox +16 +4 — 23 
Alcoholic states +9 —28 + 4 
Psychoneuroses +78F +10 + 50 
Manic-depressive psychoses — 3 +42 — 45 
Psychopathic personality +44 +17 +133 
Other psychoses +30 —25 + 9 


+ significant (0.001<P<0.01) 


: 
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retardation or maladjustment during child- 
hood. Evidence relating adult personality 
and mental disorder to childhood experi- 
ences depends on the other two types of 
study, and hitherto by far the majority of 
these have been restrospective. 

The results of one such excellent retro- 
spective study (which was not included 
in the evidence reviewed by Bowlby) were 
presented in 1950 by Glueck and Glueck 
(9), and involved extensive comparisons 
between 500 pairs of persistent juvenile 
delinquents, and nondelinquent boys 
matched by age, intelligence, national ori- 
gin, and residence in underprivileged 
neighbourhoods. Among detailed observa- 
tions on the boys and their backgrounds, 
are recorded the following interesting data 
concerning parental deprivation. Sixty per- 
cent of the delinquents, as compared with 
34% of the nondelinquents, came from 
homes that had been broken by separation, 
divorce, death or prolonged absence of a 
parent, by the time of the boy’s inclusion in 
the research project (at a mean age of 
approximately 14% years). The first breach 
in family life had occurred before the age 


of 5 in 170 delinquents as compared with 
80 nondelinquents. Statistically significant- 
ly (p<0.01) greater numbers of delin- 
quents than nondelinquents had been de- 
prived of one or both parents for each of 5 


categories of deprivation—l1. Sporadic 
separation of parents, 2. Permanent separ- 
ation or divorce, 3. Death, 4. Absence 
from the home for at least a year on ac- 
count of criminalism or illness, and 5. Aban- 
donment at birth. 

The preceding study, and much of the 
evidence reviewed by Bowlby(5), indicate 
a significant association between early pa- 
rental deprivation (both from death and 
other causes) and subsequent antisocial be- 
haviour or psychopathic personality. Cer- 
tain of Bowlby’s other conclusions, how- 
ever, appear to lack scientific validity, and 
the title of his monograph (“Maternal Care 
and Mental Health”) itself contains ques- 
tionable implications. Three types of error 
in deduction appear to be involved—l. 
Generalization from antisocial behaviour or 
psychopathic personality to psychoneuroses 
and functional psychoses, 2. Specification 
of maternal deprivation rather than pa- 


rental deprivation, 3. The assumption that 
the observed association necessarily implies 
direct causation. 

Nevertheless, data tabulated in the pre- 
sent article do suggest that, in addition to 
psychopathic personality, there may well 
be increased frequencies of parental depri- 
vation during childhood in psychoneuroses 
(13, 23, 24), and even certain psychoses 
(1-3, 24, 31, 33). However, information 
relating specific diagnoses to type of dep- 
rivation, the age by which deprived, and 
the parent lost, is for the most part lacking. 

Type of deprivation. Data recorded to 
date indicate increased frequencies of pa- 
rental death in Barry’s undifferentiated 
young psychotics (presumably largely 
schizophrenic), and in Norton’s series of 
psychiatric patients (predominantly neu- 
rotic). Increased rates of parental separa- 
tion and divorce are noted in schizophrenic 
groups recorded by Oltman et al.(24) and 
Wahl (31, 33), and in psychoneurotic 
groups recorded by Ingham(13) and Olt- 
man et al.(24). Raised frequencies of dep- 
rivation due to psychosis in parents of 
schizophrenics and manic-depressives were 
also recorded by Oltman et al.(24). 

Age at which deprivation occurred. Com- 
parisons between frequencies of depriva- 
tion, by the age at which it occurred, were 
only undertaken in three of the articles re- 
viewed here, and the data contained in all 
these articles indicate higher frequencies 
of deprivation in early childhood than later 
on. Barry’s psychotic patients(3) showed 
some increase in maternal deaths by the 
age of 8 years, and Norton’s patients(23) 
an increased frequency of paternal deaths 
up to the age of 10. The data recorded by 
Oltman et al.(24) showed relative in- 
creases in the frequency of parental dep- 
rivation from all causes by the age of 7 
years (for the diagnoses dementia praecox, 
psychoneurosis and psychopathic person- 
ality). 

Parent lost. It has been noted that pa- 
ternal death rates in the general popula- 
tion considerably exceed maternal rates, 
and that loss of a father due to desertion, 
separation or divorce (or criminality) 
would appear to be relatively even more 
frequent in comparison to loss of a mother 
from these causes(21). However, in a large 
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series of psychotic patients, Barry(2, 3) 
found an increased frequency of maternal 
loss by death (by the age of 8 years). Nor- 
ton, on the other hand, found an increased 
frequency of paternal loss by death (by 
the age of 10 years) in his predominantly 
neurotic group. The data recorded by Olt- 
man et al. also show an increased frequency 
of paternal deprivation from all causes (by 
the age of 19 years) among the neurotic 
group. 

It is evident that considerable further 
investigation will be necessary to establish 
possible consistent patterns of parental 
deprivation (by type of deprivation, age 
at deprivation and parent lost) in each of 
the common categories of psychiatric dis- 
order. Such patterns of parental depriva- 
tion may not of themselves indicate exact 
modes of causation, but, taken in conjunc- 
tion with other objective data, may well 
increase our present knowledge of aeti- 
ology. It would, for example, be interesting 
to examine patterns of parental deprivation 
in relation to such factors as parental ages, 
birth order and ordinal position(10), eco- 
nomic status before and after deprivation, 
and the frequency of remarriage in parents 
who have been widowed or divorced. Only 
by exploring thoroughly the significance of 
observed associations can we establish or 
refute hypotheses concerning the relative 
importance of various determinants of 
mental and behavioural aberrations. 


SUMMARY 


Knowledge of the frequency of parental 
deprivation during childhood has hitherto 
been seriously handicapped by 1. Com- 
parisons between unlike samples, 2. Un- 
representative samples due to selection, 
3. Chance errors in sampling, 4. Fallacies 
in deduction. 

These factors have been discussed, and 
a number of tables presented which contain 
data from previous studies on the fre- 
quency of parental deprivation in the 
childhood of apparently normal persons 
and of various groups of psychiatric pa- 
tients. 

Considerable evidence has accumulated 
(not reviewed in detail here) that indicates 
an unusually high frequency of both pa- 
rental death and separation (for various 


reasons) during the childhood of indi- 
viduals who subsequently manifest de- 
linquent, antisocial or psychopathic be- 
haviour. 

The evidence has hitherto been incon- 
clusive 1. That an increased frequency of 
parental deprivation is also associated with 
other forms of mental disorder, 2. That 
loss of the mother is necessarily more 
significant than loss of the father, 3. That 
the observed association indicates a direct 
causal relationship between parental dep- 
rivation and antisocial behaviour or other 
abnormalities. 

Nevertheless, certain studies point to an 
increased frequency of parental depriva- 
tion during childhood (both by death and 
separation) in psychoneuroses and schizo- 
phrenia (and also by parental psychosis in 
the two major functional psychoses). 

The few statistical studies that examine 
age at deprivation suggest that, in these 
disorders, the increased frequency of pa- 
rental deprivation occurs during the early 
years of childhood (up to the ages 7 to 10 
years). 

While an increased frequency of ma- 
ternal deprivation was found in a large 
series of young psychotic patients, a rela- 
tive excess of paternal deprivation was ob- 
served in two series of psychiatric patients 
(one series neurotic, and the other pre- 
dominantly so). 

It is concluded that further investigation 
will be necessary to establish consistent 
patterns of parental deprivation (by type 
of deprivation, age at loss, and parent 
lost ), and that such patterns per se may not 
indicate exact modes of causation, but may 
well be of considerable aetiological signif- 
icance when taken in conjunction with 
other objective factual data. 
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One of the pressing problems concerning 
the use of chlorpromazine in the treatment 
of psychoses is the effect upon the patient 
of discontinuing the drug. Are there any 
appreciable changes in behavior which can 
be attributed to cessation of treatment with 
chlorpromazine per se? If so, what is the 
nature of the changes and how rapidly do 
they occur ? When such patients are again 
placed under chlorpromazine treatment, 
what is the nature of their recovery ? Do 
patients who have been on a clinical dosage 
for only one month show quicker renewal 
of psychotic symptoms when chlorproma- 
zine is withdrawn than those who have 
been undergoing treatment for a long time, 
say one year or longer ? 

Clinical observations have led Kinross- 
Wright tentatively to the conclusion that 
paranoid schizophrenics in particular will 
relapse—sometimes within 48 hours, some- 
times not for 2 or 3 months—when chlor- 
promazine treatment is discontinued(2). 
Winkleman states from his experience that 
length of initial treatment period is a de- 
ciding factor in determining how quickly 
a patient will regress when taken off chlor- 
promazine. “If the drug is stopped after 
only weeks, not enough dynamic factors 
have changed and not enough successful 
living has taken place and the patient re- 
turns to his original status. If chlorproma- 
zine is given over a long, long period of 
time in adequate dosage, the personality 
can undergo psychologic changes merely 
on the basis of successful living”(5). 
Such opinions based upon clinical im- 


1 Read at the Annual Research Conference Veter- 
ans Administration, Downing, Ill., VA Hospital, May 
9, 1957, and at the Central Neuropsychiatric Associ- 
ation Convention, Dallas, Tex., Oct. 18, 1957. 

2 Staff psychiatrist, Waco, VA Hospital. 

3 Associate Professor of Psychology, Baylor Uni- 
versity, Waco, Tex., (formerly clinical psychologist, 
Waco VA Hospital). 

4 Associate Director, Hogg Foundation for Men- 
tal Hygiene, and Associate Professor of Psychology, 
The University of Texas, Austin, Tex. 
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SCHIZOPHRENIC PATIENTS 
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pressions are suggestive but must be sub- 
stantiated or refuted by carefully con- 
trolled experimental studies before they are 
likely to lead to better understanding of the 
treatment process. One such experiment 
was undertaken at the Waco VA Hospital 
in the early part of 1956 and is reported 
here. 

Since the fall of 1954 chlorpromazine has 
been used extensively for the treatment of 
chronic schizophrenic patients at the Waco 
VA Hospital. At the time the experiment 
began, some men had been on continuous 
maintenance doses of chlorpromazine for 
16 months, a sufficiently long time for the 
action of the drug to have stabilized ; 
others had only recently been started on 
chlorpromazine, while most of the chronic 
schizophrenics receiving treatment were 
distributed rather well in between. 


METHOD 


From two main buildings, 112 chronic 
schizophrenic patients ranging in age from 
22 to 50 years were selected for intensive 
study. Present hospitalization ranged from 
2 months to several years. All had shown 
some improvement during treatment but 
were relatively well stabilized short of re- 
mission. Chlorpromazine dosage was estab- 
lished clinically and ranged from 200 to 
800 mg. per day; for 86% of the patients 
the optimum dosage was 400 mg. Since it 
was unlikely that many of these men would 
recover sufficiently to be discharged from 
the hospital within 6 months, they repre- 
sented an excellent sample for experimental 
withdrawa! of chlorpromazine. 

The sample of 112 patients was stratified 
into 7 blocks of 16 individuals according to 
length of time (34 to 514 days) on chlor- 
promazine at the onset of the experiment. 
Each block was then divided randomly 
into 4 groups, taking care to balance across 
groups the number of patients in each of 
the two buildings so that variation in treat- 
ment, personnel and environmental differ- 
ences would be held to a minimum. Each 
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of the 4 groups constituted an experi- 
mental group for which a specific kind of 
treatment pattern could be used during the 
6 months of the experiment. The resulting 
design could be thought of as a seven-by- 
four factorial (randomized-block) design 
with 4 within-cell replications to provide 
estimates of error variance—7 different 
levels of previous treatment and 4 experi- 
mental groups. 

The 6-month period of the experiment 
was divided into two phases according to 
kind of treatment, Phase I and Phase II, 
each of 3 months’ duration. Specially pre- 
pared placebo tablets® were given to one 
half of the patients (Groups PP and PT) 
and Thorazine tablets were given to the 
remainder (Groups TP and TT) during 
Phase I. After 3 months, one-half of those 
receiving placebo were placed back on 
Thorazine (Group PT) while the remain- 
der continued to get placebo (Group PP). 
Similarly, one-half of those getting Thora- 
zine were placed on placebo (Group TP) 
while the rest continued with Thorazine 
(Group TT) during the second 3-month 
period. 

After selection and assignment of patients 
to experimental blocks, final assignment 
of treatment pattern to each of the 4 groups 
was randomly made by the Director of 
Professional Services.* An individual bottle 
of medicine was prepared for each patient, 
making it impossible for anyone but the 
pharmacist to ascertain whether a given 
patient was receiving Thorazine or placebo. 
Bottles were refilled for every patient at 
the mid-point in the experiment when 
treatment was reversed for half the subjects. 

Two kinds of measures were employed 
to evaluate changes in behavior and 
thought processes, ratings of behavior by 
ward personnel and scores on group-admin- 
istered psychological tests. 

The Multi-dimensional Scale for Rating 
Psychiatric Patients (MSRPP) developed 


5 The authors wish to thank Smith, Kline & French 
Laboratories, Philadelphia, Pa., for generously pro- 
viding placebo tablets which were identical in appear- 
ance to Thorazine tablets. 

6The authors are grateful to Dr. Walter Ford, 
Director of Professional Services, Waco VA Hospital, 
for his encouragement and assistance in undertaking 
this research. 


by Lorr(3) was used to assess the ward 
behavior of each patient. Containing 40 
items to be rated following a psychiatric 
interview and 22 items based upon actual 
ward behavior as judged by nursing per- 
sonnel, the MSRPP is particularly appro- 
priate for use where repeated quantitative 
measures of general morbidity are desired. 
In addition, items can be grouped accord- 
ing to syndromes for more detailed analy- 
sis. For training purposes, the MSRPP was 
used several times by all key ward person- 
nel prior to the onset of the experiment. 

Ratings on the 22-item ward observation 
subscale were made independently by the 
appropriate nurse and aide immediately 
before the experiment and every three 
weeks thereafter. On the basis of a personal 
interview as well as daily observations, the 
ward psychiatrist filled out the complete 
MSRPP for every patient at the beginning, 
midpoint, and end of the 6-month period. 
Consequently, ratings of behavior were 
obtained at 9 equal-interval points in time 
from the beginning to the end of the ex- 
periment, making possible an analysis of 
trends throughout the course of both Phase 
I and Phase II. 

To increase the reliability of measures 
based on the ward observations, ratings 
made by the nurse and the aide on a given 
item were pooled. For example, a rating on 
a given trait of 1 by the nurse and 3 by 
the aide would yield a mean rating of 2. 
An index of behavioral pathology was ob- 
tained by squaring the difference between 
the mean rating and optimal rating (normal 
or “ideal” value from the MSRPP manual) 
for each item, and summing these squared 
differences across a whole set of items. 
Such an index based upon the 22 items in 
the ward observation subscale will be re- 
ferred to as the Ward Morbidity Score. A 
similar measure derived from ratings by 
the ward psychiatrist on the 40-item inter- 
view subscale will be called the Interview 
Morbidity Score. When all 62 items are 
used to compute the index, it will be re- 
ferred to as the Total Morbidity Score. 

The second kind of measure employed 
to study change consisted of scores on psy- 
chological tests of mental ability and per- 
ceptual functioning. Because a large num- 
ber of individuals had to be tested within 
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a short period and only a very limited 
number of psychologists were available to 
administer the tests, it was necessary to 
restrict testing to devices which could be 
given simultaneously to small groups of 10 
or 12 patients. The heterogeneity of the pa- 
tients with respect to level of mental func- 
tioning and cooperation further limited the 
kind of test which could be employed suc- 
cessfully. And finally, the tests used had to 
be of such a nature that repeated admin- 
istration with 3-month intervals would not 
seriously alter the interpretation of test 
scores. 

Three tests were given at the beginning, 
mid-point, and end of the experiment, the 
Army Beta, a nonverbal intelligence test ; 
the Bender Gestalt, a test of perceptual- 
motor functioning in the drawing of geo- 
metric designs; and the Draw-A-Person 
Test. The Bender Gestalt drawings were 
scored by the Pascal-Suttell method(4) 
with some minor modifications.? According 
to this system, the higher the score the 
more deviant and pathological the perform- 
ance. The Draw-A-Person Test was scored 
for intellectual level according to Goode- 
nough(1). 


RESULTS 


Thorough statistical analyses were made 
of both the behavior ratings and the psy- 
chological tests to determine the extent to 
which observed trends and group differ- 
ences were sufficiently significant to reject 
the null hypothesis.’ Since all major vari- 
ables were reasonably normal in distribu- 
tion, analysis of variance and analysis of 
covariance procedures were generally em- 
ployed. For one patient, some scores were 


7The following modifications were adopted in 
employing the Pascal-Suttell method of scoring the 
Bender Gestalt drawings: (a) Rotations were scored 
only 4 instead of 8 points (because it was impossible 
to record all rotations when administering the test 
to a group of patients) ; (b) where there was one 
design missing, the mean score for the other designs 
was substituted. (c) Where 4 or more designs were 
missing, each design was given the maximum score 
for that design. (d) On rare occasions all designs 
were rejected, and an arbitrary score 5 points higher 
than any other obtained score was assigned the 
individual. 

8 The authors wish to thank Mrs. Doris Neumann 
for assistance in statistical computations. 


missing, and best linear estimates were 
substituted in the analysis with an appro- 
priate reduction in the degrees of freedom. 

In the analysis of trends involving the 
Ward Morbidity score during Phase I, 
Groups PP and PT were combined, as were 
Groups TP and TT, yielding placebo (P) 
and Thorazine (T) groups of 56 cases each. 
During Phase II and in analyses involving 
data from both phases, all 4 groups were 
kept separate, of course. 

Results of the analysis of variance for 
Ward Morbidity during the first 3-month 
phase are summarized in Table 1. Of criti- 
cal importance is the source of variation 
due to interaction between the 2 experi- 
mental groups and the 5 repeated meas- 
ures (trials) obtained at 3-week intervals. 
Any statistically reliable differences be- 
tween ratings of patients getting Thorazine 
and those receiving placebo during Phase 
I would result in a significant interaction 
between group and trial. Quite clearly, 
there is no such interaction, and it must be 
concluded that whatever changes in ward 
behavior are noted for Thorazine patients 
are also noted for patients receiving 
placebo. 


TABLE 1 


ANALYSIS OF VARIANCE FOR Warp MonrsIDITY 
Durinc First THREE MONTHS 
(Phase 1) 
Source of Variation df. 
Between Ss. : 
Treatment (T vs. P) 1 
Level (blocks I to VII) 6 
Treatment by Level 6 
*Residual (error) 7 
Within Ss. : 
Trial 
Trial by Treatment 
Trial by Level 4] 
Trial by Treatment by 
Level 24 2 
*Residual (error) 388 = 331 
*Degrees of freedom reduced to adjust for missing 
scores on one patient. 
**Significant beyond the .01 level. 


0.06 


Of equal interest is the lack of any source 
of variation which can be attributed to 
duration of previous Thorazine treatment. 
Patients who had been on Thorazine con- 
tinuously for over a year at the time the 
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experiment began were markedly similar in 
Ward Morbidity scores during Phase I to 
patients who had been on Thorazine for 
only a short period. 

The only source of variation which 
proved statistically significant in the analy- 
sis of Ward Morbidity during Phase I was 
trial. Both groups of patients were per- 
ceived by nursing personnel as more de- 
viant from normality at the end of the 3 
months than at the beginning of the ex- 
periment. Such an apparent “worsening” of 
the patients as a whole should not be taken 
seriously, however, since it is the product 
of real change in the patient and change 
in the raters themselves. It is quite likely 
that the nursing personnel grew more sen- 
sitive to subtle deviations from normality 
as they became more familiar with the 
MSRPP through its repeated use, thus 
yielding higher morbidity scores without 
actual increase in the severity of psycho- 
pathology. 

Some question might arise as to whether 
these negative results for Phase I could be 
due to unreliable ratings by the ward per- 
sonnel. Since ratings were made inde- 
pendently by nurse and aide, inter-judge 
agreement can be determined. Reliability 
estimates for the pooled Ward Morbidity 
scores on Trials 1, 5, and 9 were .63, .73, 
and .81, sufficiently high to suggest that the 
negative findings for Phase I are valid. Also 
bearing on this point is the high intraclass 
correlation (.73) among trials during the 
first 3 months, indicating fairly consistent 
ratings of behavior through time. 

Inspection of the data for Phase II, the 
second 3 months of the experiment, re- 
vealed a markedly similar trend for all 
groups except PP, the one which remained 
on placebo throughout the entire 6 months. 
The mean trend through time on Ward 
Morbidity for each group is presented in 
Figure 1, 

Two closely related analyses were under- 
taken to determine the trend observed in 
Figure 1, an analysis of variance using 
scores for all 5 trials in Phase II, and an 
analysis of covariance where group dif- 
ferences on trial 9 have been adjusted for 
rogression upon trial 5. In both cases, only 
the data for Groups PP and PT, the ones 
which received a placebo in Phase I, were 


employed since inspection of Figure 1 
clearly indicated no differences among any 
groups except Group PP versus all others. 
Group PT is the logical choice of a control 
group for evaluating the deviant trend in 
Group PP. 

The logical structure for breakdown of 
the variance across all 5 trials is identical 
to that used for Phase I which is outlined 
in Table 1. An F of 3.26 (4 and 164 degrees 
of freedom) was obtained for the Trial by 
Treatment interaction, a value significant 
beyond the .05 level. From this it can be 
concluded that the mean trends through 
time for Groups PP and PT are significantly 
different. No other source of variation 
proved statistically significant. 

Similar results were obtained from the 
analysis of covariance using data from 
Trials 5 and 9. The mean difference be- 
tween Groups PP and PT on Trial 9, after 
adjustment for initial differences on Trial 
5, proved statistically significant beyond 
the .05 level (F=5.33, with 1 and 51 de- 
grees of freedom). 

From these analyses of Ward Morbidity 
scores it can be concluded that removal of 
Thorazine for a period up to 3 months in 
duration produces no noticeable, statistical- 
ly reliable effects upon ward behavior. 
However, the absence of Thorazine for 
more than 3 months causes some patients to 
deteriorate markedly in ward behavior. 
This general deterioration of behavior is 
sufficiently general to produce considerable 
departure of Group PP from the other 3 
groups by the end of the 6-month period. 


MEAN WARD MORBIDITY SCORE FOR EACH EXPERIMENTAL GROUP 
AS A FUNCTION OF TIME 
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In addition to the ratings of behavior by 
ward personnel, the MSRPP provides for 
ratings of psychopathology based upon a 
thorough psychiatric interview. The Inter- 
view Morbidity score was obtained for each 
patient at the beginning and end of each 
phase rather than every 3 weeks. Results 
of the analysis of variance are presented in 
Table 2. 


TABLE 2 
ANALYSIS OF VARIANCE FOR INTERVIEW Mor- 
BIDITY AT THE BEGINNING, MIDDLE AND 
OF THE Six MONTHS 
Source of Variation df.  s? F 
Between Ss. : 
Treatment 2783 
Level 2151 
Treatment by Level 1217 
*Residual (error) 2243 
Within Ss. : 
Trial 640 
Trial by Treatment 1032 
Trial by Level 304 
Trial by Treatment by 
Level 36 341 
*Residual (error) 162 267 
*Degrees of freedom reduced to adjust for missing 
scores on several patients. 
**Significant beyond the .01 level. 


The only source of variation which 
proved statistically significant is trial by 
treatment interaction. Inspection of the 
mean trends revealed that this significant 
variance is due entirely to the marked in- 
crease in psychopathology for Group PP in 
Phase II, a finding completely consistent 
with results obtained for the Ward Mor- 
bidity ratings by the nurse and aide. 

Test scores on the Army Beta, the Bender 
Gestalt, and the Draw-A-Person Test were 
also available for each patient at the be- 
ginning, middle, and end of the experiment. 
Each set of test scores was analysed in the 
same manner as the Interview Morbidity 
score, using analysis of variance procedures. 
Although group trends were in the same 
direction as those obtained from the rating 
scales, the differences obtained were not 
sufficiently pronounced to prove statis- 
tically significant for any source of variation 
involving kind of treatment. 

In interpreting these results, it must be 
remembered that psychological testing was 
severely limited. The 3 tests as scored re- 


flect mental ability and perceptual func- 
tioning rather than personality factors per 
se. The lack of significant group differ- 
ences leads to the conclusion that intel- 
lectual functioning is not appreciably im- 
paired by removal of Thorazine for periods 
up to 6 months in duration. 

Of incidental interest are the intercor- 
relations among the 3 psychological tests, 
the Ward Morbidity Score based on ratings 
by nurse and aide, and the Interview Mor- 
bidity Score derived from the psychiatric 
interview. Although correlations were com- 
puted at several points in the experiment, 
they are reported in Table 3 only for scores 
obtained at the end of the 6-month period 
(Trial 9) since there is little difference 
through time in the nature of the intercor- 
relations. 


TABLE 3 
INTERCORRELATIONS AMONG Major VARIABLES 
FoR ScoRES OBTAINED AT THE END OF 
Puase  (N-112 cases) 

Variable Variable Number 
No. Description 2 3 4 5 
1 Ward Morbidity Score .64 -44 .37 -.36 
2 Interview Morbidity 
Score -49 .43 -.34 
3 Army Beta Test -70 
4 Bender Gestalt Test -.75 
5 Draw-A-Person Test 


Keeping in mind that high scores on the 
Army Beta and the Draw-A-Person Test 
indicate good performance while high 
scores on the other 3 variables signify poor 
performance, it is apparent that a general 
morbidity factor is present in all 5 vari- 
ables. Two other factors are needed to ac- 
count for the pattern of intercorrelations : 
(a) a behavioral morbidity factor in the 
rating scores, and (b) a factor reflecting 
mental ability in the three psychological 
tests. 


DISCUSSION 


It is apparent from the results of this 
study that withdrawal of chlorpromazine 
does adversely affect certain individuals 
regardless of the duration of previous treat- 
ment, although such deterioration is not 
noticeable until after several months with- 
out chlorpromazine. To shed further light 
on the specific changes in behavior accom- 
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panying extended withdrawal of treatment, 
changes in ratings on individual items of 
the MSRPP during Phase II were ex- 
amined. A comparison of the amount of 
shift in ratings between groups PP and PT 
from trial 5 to trial 9 yielded 6 items( 22, 
24, 32, 33, 37, and 54) which discriminated 
significantly between the two groups. 

Individuals who were kept on placebo 
for the entire 6-month period (group PP) 
tended to show an increase in the number 
and severity of hallucinations and delu- 
sions, while those placed back on chlorpro- 
mazine (group PT) improved in this re- 
gard. Similarly, some men who were kept 
on placebo showed a loss of geographical 
orientation and incoherence of speech, 
while those in group PT improved. And 
finally, resumption of chlorpromazine treat- 
ment significantly reduced the frequency 
of compulsive acts and rituals. None of the 
remaining items in the MSRPP revealed 
any differences between the two groups, 
indicating that deterioration from extended 
withdrawal of chlorpromazine consists in 
particular of a blossoming forth of past de- 
lusions, hallucinations, ritualistic acts, and 
confusion, if such deterioration takes place 
at all. 


SUMMARY 


The primary purpose of this study was 
to determine the effect upon behavior of 


withdrawing chlorpromazine treatment 
after it had been established as the pre- 
ferred treatment routine. 

Four groups of patients, each containing 
28 chronic schizophrenics matched for 
length of treatment on clinical dosage of 
chlorpromazine, were studied intensively 
for 6 months. During the first 3 months, 
groups PP and PT were given placebo 
tablets while groups TP and TT were con- 
tinued on chlorpromazine. Groups PP and 
TP were given placebo during the second 
3-month period, while the other two groups 
received chlorpromazine. Behavior ratings 
by nursing personnel were gathered on 
each of the 112 patients every 3 weeks, 
using the MSRPP. Independent ratings 


were made by the ward psychiatrist every 
3 months. Measures of mental functioning 
were also obtained at the beginning, mid- 
dle, and end of the experiment by a psy- 
chologist using the Army Beta, the Bender- 
Gestalt, and the Draw-A-Person tests. 


CONCLUSIONS 


1, Chlorpromazine can be withdrawn 
from chronic schizophrenic patients for at 
least 10-12 weeks without any noticeable 
regression in behavior or intellectual func- 
tioning. 

2. Withdrawal of chlorpromazine for 
periods of 3 months or longer results in 
marked regression in some schizophrenics. 
Typically such regression is characterized 
by the return of hallucinations, delusions, 
incoherence, and confusion which consti- 
tuted the patient’s symptomatology prior 
to successful treatment with chlorproma- 
zine. 

3. There is no relationship between dur- 
ation of previous chlorpromazine treatment 
and tendency to regress when chlorproma- 
zine is withdrawn. 

4. Resumption of chlorpromazine after 3 
months without it produces the same effect 
as continuous treatment, suggesting that 
periodic short-term withdrawal of chlor- 
promazine is a feasible treatment program 
for chronic schizophrenics. 
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A rapidly growing literature on pharma- 
cological treatment of mental disorders 
continues to indicate a principally subjec- 
tive clinical evaluation of gross behaviorial 
changes in poorly defined groups with few 
if any controls. The aim of this study was 
to evaluate by objective measures early 
specific behavioral changes produced by 
chlorpromazine in a well-defined popula- 
tion. 

Fifteen white male patients were selected 
according to these criteria: chronicity of 
schizophrenic psychosis, ability to partici- 
pate on a battery of psychological tests sel- 
ected to measure a wide range of functions, 
and no previous tranquilizing medication 
nor evidence of cerebral organic involve- 
ment. All patients were placed on a small 
ward and allowed to stabilize on a mod- 
erate level activity program on which they 
continued throughout the duration of the 
study. A double-blind technique was used 
in which neither the ward personnel nor 
the patients knew whether placebo or 
medication was being administered. 

The head ward nurse and charge aide, 
selected on the basis of their psychiatric 
competency, evaluated the patients on the 
ward observation section of the Multidi- 
mensional Scale for Rating Psychiatric Pa- 
tients (Lorr scale). In addition, the nurse 
made subjective descriptive evaluations 
and ratings on the Gardner Behavior scale. 
The test battery included the Peter's Cir- 
cular Maze Test, Taylor Manifest Anxiety 
Scale, Ruch Speed and Accuracy Dotting 
Test, Peter’s Word Meaning Test and the 
Moss Hospital Management Picture Frus- 
tration Test. 

The experimental design required 4 test 
administrations. A pretest was given 2 
weeks prior to medication for the purpose 
of acquainting the patients with test pro- 
cedures and to establish a base-line control 


1 Miss Jensen is at the VA Hospital, Jefferson 
Barracks, Mo. while the remaining authors are at 
State Hospital No. 1, Fulton, Mo. 
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period during which behavior ratings could 
be stabilized. The patients were then given 
placebo for 2 weeks and retested to de- 
termine suggestive effects and to provide a 
measure of possible improvement in thera- 
peutic climate which often accompanies 
drug studies. A third test administration 
was given after the patients had spent 3 
weeks on a 600 mg. dosage of chlorproma- 
zine. This was considered sufficient to re- 
duce over-tension without markedly inter- 
fering with the daily activity level. The 
final test was given after all patients had 
been returned to the placebo for a 3-week 
period. 


RESULTS 


The head ward nurse made subjective 
evaluations of the patients’ adjustments 
after 3 weeks of medication and 5 clinicians 
were asked to rate each description on a 4- 
point scale ranging from “no improvement” 
to “very improved” relative to their initial 
status. It was the consensus that 5 patients 
definitely improved, one was moderately 
improved, 3 were slightly improved, while 
5 displayed no appreciable change. An 
example of the nurse’s descriptive state- 
ments was as follows : 

Case 14: Diagnosed schizophrenic reaction, 
simple type ; aged 24, hospitalized 41 months. 
This patient has made the biggest change of 
all. He used to be a compulsive handwasher : 
before a meal he would wash his hands for 
20 minutes or more. If forced to attend the 
mess hall before the ritual was completed, he 
would refuse to eat until the tray was about 
to be removed, then he would ‘shovel’ the food 
into his mouth as fast as he could. Today he 
washes his hands only a normal amount and 
occasionally has been first to the mess hall. 
The disorganization due to inner conflicts and 
need for compulsive rituals has been generally 
very reduced. It used to take him over an hour 
to make his bed. He seemed to strive for per- 
fection. He was easily distracted by details, 
would become frenzied and have to be re- 
moved from the task. Now he does much 
better in all assignments, for instance, he used 
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to be unable to shave himself, becoming lost 
in minor mechanical actions. Today he shaves 
himself in about the normal time. 


The nurse made similar evaluations at 
the conclusion of the study, her general im- 
pression being that many of the patients 
who had shown improvement regressed on 
the placebo. Her statements were again 
rated by the 5 clinicians. Table 1 is a com- 
parison of the mean rating obtained by 
each patient after 3 weeks on medication 
(III) and 3 weeks on placebo (IV). 


TABLE I 
Mean Ratincs or BasED ON 
Nurse’s Descriptive REPORT 
(Cotumn III: MEAN RATINGS FOLLOWING 
MEDICATION ; COLUMN IV: MEAN 
RATINGS FOLLOWING PLACEBO. ) 
Months Mean ratings 
Age Hospitalized III IV 
63 328 
60 415 
60 399 
60 386 
52 345 
49 150 
45 59 
37 139 
33 126 
31 
30 
25 
25 
24 
23 


Patients 


64 
70 
50 
26 
41 
55 


Note: A mean rating of 1 represents consid- 
erable relative improvement ; rating 2, mod- 
erate improvement ; rating 3, small improve- 
ment ; rating 4, no improvement. 

A lack of improvement (category 4) is 
somewhat ambiguous ; patients 1 and 7 have 
long affected an excellent institutional adjust- 
ment ; initial status leaves no room for im- 
provement. 


On the basis of the nurse’s Lorr Scale 
ratings, morbidity scores (deviation from 
ideal adjustment) were calculated for each 
patient at each test time. No statistically 
significant changes occurred between times 
I and II (pretest-placebo). There was a 
significant decrease (.05 level) in the over- 
all Morbidity Score following medication 
(II to IIL), using the Wilcoxin Matched 
Pair Signed Ranks Test. There was also an 
increase in the Morbidity Score, not quite 
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significant at the .05 level after the patients 
were returned to placebo. These results are 
consistent with the nurse’s subjective im- 
pressions, though the two sets of data lack 
perfect agreement. 

Two reliability checks of the ratings 
made by the nurse were included in the 
experimental design. She made ratings on 
the somewhat comparable Gardner Be- 
havior Rating Scale and with the exception 
of the first ratings, the degree of agreement 
with her Lorr ratings was uniformly around 
(Rho) .93. The correlations between the 
ratings of the nurse and aide were as 
follows : 

Rating : I I Il Iv 
Correlation: 50 .90 .74 .87 
The low initial correlation is possibly at- 
tributal to a lack of familiarity with the 
patients, while the lower correlation at 
time III reflects a greater perceived change 
by the nurse. 

In summary it can be said that the nurse 
perceived very definite improvement on 
the part of some patients on chlorproma- 
zine and a subsequent regression when it 
was removed. The attendant also indicated 
some improvement but his ratings re- 
mained more stable throughout the study. 
Improvement as reflected on the Lorr rat- 
ings correlated negatively with age and 
length of hospitalization (—.30 and —.35 
respectively) and is a trend requiring fur- 
ther investigation. 

In contrast to the behavior ratings the 
psychological tests reflect little statistically 
significant change. The Taylor Scale shows 
a small continuing reduction in manifest 
anxiety but not at a significant level. The 
Hospital Management Picture Frustration 
Test, a measure of reaction to frustrating 
situations involving hospital staff (Figure 
1) showed no appreciable change. “Man- 
ageability” was a basic characteristic of 
patients selected for inclusion in the study, 
however, the uniformly small number of 
extrapunitive responses are consistent with 
this criterion. The Speed and Accuracy 
Test, a measure of visual-motor coordina- 
tion, showed no significant change under 
two conditions, (first instructions being to 
work as accurately as possible, and then 
rapidly in an attempt to improve their 
score). Chlorpromazine apparently does 
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not measurably affect visual-motor coordin- 
ation. The Word Meaning Test also re- 
vealed no significant changes though there 
was a general tendency for the patients to 
select supraordinate words.2 A set of 4 
circular mazes of progressive difficulty 
given at each test administration showed 
a significant reduction in the time required 
for transversing the mazes at both times 
II and III. This finding could result from 
a practice effect although the attempt was 
made to minimize this possibility by using 
comparable forms the first time. 


SUMMARY AND DIscussION 


Results of this and other studies em- 
ploying objective test measurements sug- 
gest that widely observed even radical al- 
terations in behavior are not usually ac- 
companied by commensurate changes in 
the psychological test performance. The 
dilemma faced by those interested in ob- 
jective measurement is whether psychologi- 
cal tests are generally insensitive to change ; 
or whether the behavioral changes are rela- 
tively superficial, while the psychological 
tests measure the more stable aspects of 
the personality ? Reports of change in the 
literature especially in chronic psychotic 
patients is so prelevant that something must 
happen to these patients however exagger- 
ated the claim. It is very possible that psy- 
chologists persist in applying the wrong 
measuring techniques and that new meth- 
ods will have to be developed. At present 
behavior rating scales probably provide a 
more sensitive index of change than most 
psychological tests. 

It is also possible, however, that changes 
resulting from chlorpromazine are relative- 
ly superficial. In very few studies are claims 
of a remission in the psychotic process sub- 
stantiated by objective evidence. In this 
study, for example, there appeared to be 
an alleviation of some of the more objective 
symptoms but in no case could a patient 


2 Purportedly a measure of abstract thinking, the 
Word Meaning Test is composed of 30 items in 
which a single word is paired with 4 others, one 
of which is supraordinate, a second subordinate and 
2 are generally considered irrelevant. The subject 
is asked which of the 4 “belongs” with the single 
word. 


be regarded as without psychosis at the 
conclusion of the experiment. While medi- 
cation was administered for a relatively 
short period, it is common clinical experi- 
ence that the psychological reaction to 
chlorpromazine is initially marked, espe- 
cially when medication is given in large 
dosage, and that over a period of weeks a 
seeming tolerance develops so that in this 
respect the design of the present study 
should maximize finding psychological al- 
terations. A 14-month followup survey also 
revealed that in spite of continued tran- 
quilizing medication of one type or an- 
other, only one of the patients (number 7, 
Table 1) is on convalescent leave at present 
and none has been discharged. Enthusi- 
asm for psychopharmacological treatment 
should be tempered by a more realistic ap- 
praisal of the limitations of these agents. 


= 


Fig. 1. Example of the Hospital Management 
Picture Frustration Test. (Modification by 
Moss of the Rosenzweig Picture-Frustration 
Study, Adult Form. Copyright 1948, made 
with the author’s permission. 


' 
Sorry, we can't 
rules for just 
one patient. 3 
33 


TRILAFON IN THE TREATMENT OF CHRONICALLY PSYCHOTIC 
HOSPITALIZED PATIENTS * 


HARRY COHEN, M. D. anp ANNA Z. FREIREICH, M. D.? 


Trilafon, a trade-name for perphenazine, 
which is chemically 1-(2-hydroxyethy] )- 
4-3-(2-chloro-10-phenothiazyl )-propyl __pi- 
perazine was recently introduced as a 
“tranquilizer”(1). This paper is a report 
on its efficacy in treating 90 chronically 
psychotic hospitalized female patients, typi- 
cal of the back wards of state mental hospi- 
tals. Trilafon was given for a limited period 
in order to test its effectiveness on the basis 
of its essential pharmacological properties, 
not affected by the factors of slow time, 
adaptation and other intangibles, which 
tend to steal into and obscure the thera- 
peutic picture in the course of an extended 
trial(2, 3). 


MATERIAL 


The age of the patients ranged from 19 
to 73 years, the average for the group being 
40 years. The time spent in mental hospi- 
tals (the sum of all hospitalizations in each 
case) ranged from 9 months to 32 years, 
the average for the group being 9 years 
4 months. The nosological census of the 
90 patients was as follows : 


Patients 
Paranoid type 35 
Catatonic type 33 
Hebrephrenic type 9 
Mixed type 5 


Patients 
Dementia praecox 82 


Manic-depressive 


Psychosis 1 (Depressive type) 


Melancholic type 
5 Paranoid type 


Involutional 
Psychosis 


Psychosis with cere- 
bral arteriosclerosis 1 

Psychosis with men- 
tal deficiency 1 


1The authors express their appreciation to Dr. 
Nathan Beckenstein, Director, Brooklyn State Hos- 
pital, for use of the material in this study as well as 
for helpful suggestions in its preparation ; to Doctor 
Philip Kaminstein for his clinical assistance ; to the 
Schering Corporation, Bloomfield, New Jersey for 
their supply of Trilafon used in this study. 

2 Supervising Psychiatrist and Senior Psychiatrist, 
respectively, Brooklyn State Hospital, Brooklyn, N. Y. 
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METHOD 


Trilafon was given for 7-8 weeks (6 pa- 
tients received the drug for 5 weeks; 2 
received it for 9-10 weeks) after a 2-3 
weeks interval of no major therapy, drug 
or otherwise, but allowing the usual modi- 
cum of psychotherapy and patients’ activ- 
ities-program. The drug was administered 
orally. Parenteral administration was re- 
sorted to only when there was unusual re- 
sistance to oral dosage and in one instance 
in order to supplement the regular oral 
dosage in a highly refractory case. The 
initial dose was 4. mg. t.i.d. This level was 
maintained for 10-14 days and then in- 
creased to 8. mg. t.id. for a similar neriod. 
At this point the dose was increased to 16. 
mg. t.i.d. and maintained at this level until 
the end of the test-period, 3-4 weeks. 


RESULTS 


The response to Trilafon was considered, 
first, under active administration of the 
agent, second, 3-4 weeks after, and finally, 
12 weeks after administration of the drug. 
The effects were evaluated from the result- 
ant observations of two staff psychiatrists 
and the ancillary personnel attendant on 
each case, and could be grouped as fol- 
lows : 

1. Moderate to marked improvement : 
suspension of overt psychotic symptoms 
with considerable integration of behavior 
and thinking. 

2. Moderate improvement : suspension of 
overt psychotic symptoms with little if any 
integration. 

3. Mild to moderate : suspension of many 
of the serious overt psychotic symptoms 
resulting in better contact with reality, bet- 
ter affect and more purposeful functioning. 

4. Mild : suspension of some of the most 
regressive psychotic symptoms such as hy- 
perkinesis, assaultiveness, negativism, in- 
continence. 

5. Very mild: a considerably lesser de- 
gree of the symptoms under 4. 

6. Questionable : either considerable dis- 
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agreement among the various observers or 
conflicting responses in the patient's course, 
making for no outstanding effect. 

7. No change : self-explanatory. 

8. Worse: increase in the existing 
symptoms and/or the appearance of new 
ones. 

Statistically these effects were manifested 
as follows : 


3A 
STATISTICAL RESULTS WITH TRILAFON 


Hyperkinesis 

Hyperthermia (101°-102° ) 

Edema (face) 

Dermatosis (worsening of previous 
condition ) 

Convulsions (lobotomized patient) 
All side-effects yielded readily to suspen- 


sion of the drug or to reversion to a lower 
dosage, depending on the case. In 2 cases 
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Under Active | 3-4 Weeks After 12 Weeks After 
Administration | Active Administration | Active Administration 
of Trilafon of Trilafon of Trilafon 
1. Moderate to marked improvement 2 2 0 
2. Moderate improvement 4 4 0 
3. Mild to moderate improvement 8 8° | 3° 
4. Mild improvement 45 36°° 11 
5. Very mild improvement 3 1 | 0 
Total improved 62 (68%) 51(56%) | 14(15%) 
6. Questionable ll 5 3 
7. No change 10 34 73 
8. Worse 7 0 0 
Total of patients 90 90 90 
* 2 patients were * 1 patient was 


SIDE-EFFECTS 


Side-effects were observed in 52 patients 
or 58% of the total, becoming increasingly 
apparent with the higher dosages. These 
were mainly subcortical or extrapyramidal 
in type and seemed to develop concurrently 
with sought-after clinical improvement. 
The following were noted in order of 


frequency : 


No. of 

Side-effects patients 
Rigidity 32 
General weakness (to the point of 

helplessness ; astasia-abasia ; 

cataplexy ; syncope and the like) 13 
Somnolence ; drowsiness 11 
Tremor 11 
Immobility 6 
Lethargy ; depression 5 
Drooling 5 
Pains ; burning sensations in limbs, 

trunk 4 


previously in previously in 
group 8. group l. 
** 1 patient was 
previously in 
group 6. 


Rabellon was given to counteract rigidity 
and tremor, with good results. Serious or 
particularly annoying effects unrelated to 
the drug’s action on the nervous system 
were not observed, (for instance, jaundice, 
blood-dyscrasia, etc. ) 


CoMMENT 


In this series, the daily dose of 48 mg. of 
Trilafon seemed to be most effective. How- 
ever the large percentage of side-effects 
at this level represents a limitation which 
might be troublesome but could be con- 
trolled by judicious manipulation of dosage 
and the use of counteracting drugs. 

The marked drop in the rate of improve- 
ment within 12 weeks after active adminis- 
tration of Trilafon would seem to indicate 
the need for a continuous appropriate con- 
centration of the drug in the brain-tissue, 
either as replacement-therapy or as adju- 
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vant-therapy that holds the line for the 
broader and more complex therapeutic 
forces afoot. The rather modest therapeu- 
tic results obtained in this study would 
seem to indicate the latter. 


SUMMARY AND CONCLUSIONS 

1, Experience with a new “tranquilizer”, 
Trilafon or perphenazine, in treating 90 
chronically psychotic hospitalized female 
patients for a limited period is described. 

2. The effects were noted during the 
period of active administration of the drug 
and then for a period after termination of 
the drug therapy. Seventy-two percent of 
the patients showed some degree of im- 
provement ; 15% rose above minimal clin- 
ical gains. 


3. Side-effects were not serious, were 
controllable and no deterrent to therapy. 
The absence of jaundice, blood-dyscrasia 
and photo-sensitivity are noteworthy. 

4. The overall impression is that Trilafon 
is a useful drug with possibly distinct ad- 
vantages over the older “tranquilizers” in 
the treatment of chronically psychotic hos- 
pitalized patients. 
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The administration of atropine sulfate as 
a coma inducing agent in the treatment of 
the psychoses was first reported by Forrer 
(1) in 1950. His subsequent publications 
(2, 3, 4) on the subject established the in- 
dications, dealt with the psychological 
factors, and statistically validated the clini- 
cal impression that atropine coma therapy 
was an effective somatic therapy. Goldner, 
(5) using this technique, but with scopo- 
lamine as the toxic agent, demonstrated a 
margin of safety far greater than had pre- 
viously been known and a therapeutic 
effectiveness equal to that observed with 
atropine. Miller(6) modified the original 
recommendations by utilizing far higher 
dosages of atropine to induce a desired 
level of coma. Schwarz(7) showed that 
multiple periods of atropine coma induced 
with as much as 212 mgms. of atropine 
sulfate I.M. produced marked improve- 
ment in 74% of clinically tense, anxious, and 
agitated psychotics, but only 32% marked 
improvement in those who were depressed, 
hostile, and presented flattened affect. The 
100% marked improvement produced in the 
small number of manics was, he felt, not 
related to diagnostic category as Forrer 
had implied, but rather to the agitated, 
tense quality of the affect in this psychotic 
reaction. Grisell and Bynum,(8) using psy- 
chological testing techniques, demonstrated 
that there is a positive relationship between 
pre-treatment anxiety and post-treatment 
adjustment, a positive correlation between 
pre-treatment ego strength and post-treat- 
ment adjustment, and that ego strength 
increases and anxiety decreases subsequent 
to a course of atropine coma therapy. 

A careful review of the publications 
cited, and personal communications from 
physicians utilizing atropine coma as a 
somatic therapy, confirm its safety, effec- 
tiveness, simplicity of administration, and 
predictability. There appear to be two 
primary reasons why atropine coma thera- 
py (ACT), despite its advantages over 


1 Respectively : Clinical Director and Director, 
Intensive Therapy Unit, Northville State Hospital, 
Northville, Mich. 
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insulin coma therapy and its specific effec- 
tiveness in the manic phase of manic-de- 
pressive psychosis, has not been more 
widely adopted as a somatic treatment. The 
first reason seems to lie in the fact that 
as much as 400 times the conventional dose 
of atropine may be administered to induce 
coma. Almost without exception, every phy- 
sician hearing of the amounts of atropine 
used reflects, if not outright doubt, at least 
a questioning of the investigator's judg- 
ment. By tradition, atropine is a highly 
potent and hence dangerous drug—a fallacy 
which has been promulgated through the 
centuries from one pharmacological text to 
the next. Goodman and Gilman(9) state 
that the professional poisoners of the Mid- 
dle Ages often employed the deadly night- 
shade plant to produce a type of intoxica- 
tion which was often prolonged and 
obscure. This prompted Linne to name this 
shrub Atropa Belladonna, after Atropos, 
“The oldest of the Three Fates who severs 
the thread of life.” The growing weight of 
clinical and experimental evidence of the 
safety of massive doses of atropine will 
hopefully find its way into the pharma- 
cology texts of the future. 

The second reason for reticence in adopt- 
ing ACT appears to have a very sound 
psychological basis. Once the atropine has 
been injected, there has been, until now, 
no adequately demonstrated antidote. The 
physician has set in motion a course from 
which there is no return save by physio- 
logical detoxification of the drug in the 
liver and excretion by the kidneys. In view 
of the tradition of lethal toxicity, few men 
have had the courage to undertake such a 
responsibility. It was far better to lose a 
patient in insulin coma where one has 
glucose as an antagonist than to take the 
much more remote chance that a patient 
might die in atropine coma without even 
an ineffective remedy being available. 
Forrer(10) suggested that the latter ob- 
jection to atropine coma could be met by 
the development of an effective antagonist 
to the atropine toxicity. 

This paper presents the fruits of research 
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directed at investigating the atropine antag- 
onist properties of two drugs—one of 
which, we have been able to demonstrate, 
can be used as an effective solution to the 
clinical problem of the termination of atro- 
pine coma. 


Atropine is a racemic mixture of the 
optical isomers of hyoscyamine in equal 
parts. All of the potency of the drug is due 
to the levorotatory isomer. Atropine acts by 
blocking cholinergic impulses both peri- 
pherally and centrally. Overactivity of the 
sympathoadrenal system is simulated he- 
cause normal adrenergic impulses dominate 
following the block of cholinergic nerve 
fibers. The blocking of acetylcholine utili- 
zation is atropine’s essential mechanism of 
action(9). It is felt by some that the atro- 
pine-like effects of Thorazine (and prob- 
ably the Rauwolfia derivatives as well) on 
the reticular formation is responsible in 
large measure for the central effects of 
these substances. There is growing evi- 
dence of a chemical mediator in central 
transmission of nerve impulses. It is our 
impression, based on extensive clinical ex- 
perience with the effects of atropine on the 
central nervous system, that acetylcholine 
has a far greater importance than has 
previously been recognized. The peripheral 
effects of atropine—the mydriasis, inhibi- 
tion of respiratory secretions, relaxation of 
peribronchiolar musculature, cardiac ac- 
celeration, decrease in tonus and peristalsis 
with increase of tonus in the gastroin- 
testinal tract, and inhibition of sweating— 
are all well known. 


The following have been the author's ob- 
servations of the central effects of doses of 
atropine ranging in amount from 32 mgms. 
to 212 mgms. when injected intramuscular- 
ly. There is an induction period of 15 to 20 
minutes after administration characterized 
by restlessness, occasionally mild excite- 
ment, confusion, and at times nausea and 
rarely vomiting. This proceeds, smoothly 
and predictably, to muscular incoordina- 
tion, ataxia, weakness, vertigo, and diffi- 
culty in articulation. An acute brain syn- 
drome with memory disturbance, disorien- 
tation, clouded consciousness, illusions, 
and most frequently visual hallucinations 
merges into delirium and rapidly proceeds 
to coma. There is usually marked drying 


of the mucous membranes of the mouth 
though a paradoxical response of salivation 
has often been observed. The skin becomes 
warm and dry and an evanescent macular 
rash or confluent flushing appears. There 
is acceleration of the pulse rate initially 
which, after the induction period, returns 
to within the range of normal for the age 
group of the patient. An initial rise in blood 
pressure is superseded by stabilization at 
a level slightly above the pre-treatment 
pressure and this is maintained throughout 
the coma. Respirations, at first increased, 
return to normal after the induction phase. 
The level of coma produced corresponds 
roughly to the third stage of insulin coma 
and persists for 4 to 6 hours. Recovery is 
spontaneous with the reverse of the march 
of events described above. A “recovery 
period” lasts 4 to 1 hour. Fairly well organ- 
ized motor movement toward external 
painful stimuli can be demonstrated 
throughout treatment. A Babinski response 
usually, but not invariably, accompanies 
the atropine coma. The whole range of 
mimetic expression is often displayed by 
patients reflecting emotional activity at 
preconscious and unconscious levels. Suck- 
ing, eating and phantasy smoking move- 
ments are often observed as components 
of these facial expressions. Occasionally 
more fully coordinated bodily movements 
are observed (not unlike those present 
during normal sleep). Psychotherapeutic 
experience with patients receiving ACT 
provides evidence for the correlation of 
these physical movements with the rework- 
ing of previous emotional experiences. 

In our practice we occasionally use Thor- 
azine or Dramamine, 50 mgm. as pre- 
treatment preparation to abolish the nausea 
and occasional vomiting described. Cold 
cream is applied to the lips to combat dry- 
ness. Esserine ointment (opthalmic) 4%% 
is placed in the conjunctival sac just be- 
fore injection of the atropine and once sub- 
sequently to combat excessive mydriasis 
and cycloplegia. Treatment is withheld un- 
less the patient’s temperature is normal. 
The only important clinical sign to watch 
during treatment is the temperature. We 
have used the estimated temperature-by- 
touch for years in preference to a thermom- 
eter because of its obvious simplicity 
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and our wish to cause the patient as little 
disturbance as possible. Oral temperatures 
cannot be satisfactorily obtained and rectal 
temperature determinations do not seem 
wise on psychiatric grounds. 

At present we give the treatment at 3 
a.m. This enables the patient to eat a late 
breakfast and subsequently participate in 
organized ward activities. With proper 
management of nutrition there is no weight 
loss as was reported by Forrer; rather a 
weight gain is often observed. Patients 
average 20 atropine comas as a course and 
individual treatments have been given as 
frequently as 6 times a week, though we 
find 4 times a week quite satisfactory. 

In deciding to undertake the clinical in- 
vestigation of drugs counteracting atropine, 
we settled upon Pilocarpine and Physo- 
stigmine ? as the two drugs most likely to 
yield results. Investigation of the literature 
revealed no clear-cut information on the 
effect of these two atropine antagonists on 
the toxic effect of massive doses of atro- 
pine. Through the cooperation of the Wyeth 
Medical Research Laboratories the antag- 
onist properties of Pilocarpine in cats in- 
jected with 20 mgms. of atropine/kilo was 
investigated. These studies indicated that 
pilocarpine was not effective and was in it- 
self highly toxic. These same studies were 
repeated using physostigmine, with the 
conclusion that in cats physostigmine was a 
safe and effective antagonist to atropine 
coma. Physostigmine preserves acetyl- 
choline from enzymatic hydrolysis. This 
is the rationale of its employment as 
an antagonist to atropine toxicity. The 
inhibition of acetylcholine-esterase pro- 
duces an increased concentration of 
acetylcholine which becomes great enough 
to overcome the blocking of acetyl- 
choline by atropine. Acetylcholine itself 
would serve the same purpose if used as an 
atropine antagonist, but its rapid hydrolysis 
in the body makes its use impracticable. 

The average adult oral dose of physostig- 
mine salicylate is 2.0 mgms.; a safe hypo- 
dermic dose 4.0 mgms.(9). 

An interesting sidelight of this phase of 
the investigation was the observation that 
one of the cats used in the experiment, 


2 Physostigmine supplied by courtesy S. F. Durst & 
Co., Philadelphia, Pa. 


described as a ferocious animal who would 
allow no one to get near him, became 
quite docile and friendly, permitting itself 
to be petted, after it had been injected 
with the atropine. The Wyeth workers were 
so impressed by this that they obtained 
another intractable animal and injected it 
with atropine, with the same dramatic 
result. Each cat received only one “treat- 
ment” and each returned to its previous 
hostile state upon recovering from the 
atropine toxicity. Backed by these invalu- 
able laboratory data, clinica] trials were 
run. At various periods after the induc- 
tion of coma by atropine, patients were 
given 4 mgms. of physostigmine by injec- 
tion. The results were dramatic beyond 
expectation. We felt we should start with 
a usual dose of physostigmine and gradu- 
ally increase it, hoping to find the amount 
which would counteract the effects of the 
atropine. We felt that the relationships 
between the amount of atropine injected 
to produce coma, the duration of coma 
prior to use of the antagonist, and the dose 
of the antagonist would probably have to 
be carefully determined. By good fortune 
we found however that the 4 mgms. dose 
of physostigmine was entirely effective, ir- 
respective of the amount of atropine used 
to induce coma and irrespective of the 
duration of coma. Within 15 minutes re- 
covery was well on its way, and by 20 
minutes there was complete restoration of 
the patient’s pre-treatment psychophysio- 
logical status. The acute brain syndrome 
cleared and articulate speech became pos- 
sible. Patients could again walk without 
ataxia. This recovery lasted % to % of an 
hour and then the patients re-entered the 
atropine coma unless given further injec- 
tions. We discovered that recovery from 
the coma could be maintained by the oral 
administration of physostigmine subse- 
quent to its injection. We now give 2 
mgms. by mouth every hour for 4 doses. 
With this schedule there have been no 
“atropine reactions” during the post-coma 
phase. 

Physiologically, the most pronounced 
effects of physostigmine on the atropine 
coma is the abolition of tremor, ataxia, 
weakness, and incoordination. The temper- 
ature promptly returns to normal and, for 
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reasons we cannot yet explain, usually 
reaches as much as a degree below nor- 
mal. Blood pressure, pulse, and respiration 
are unaffected. Curiously, and despite the 
complete restoration of all other gross 
neurological functions, a positive Babin- 
ski response is retained if it had been pre- 
sent during the atropine coma before ad- 
ministration of the physostigmine. When 
present, this abnormal reflex persists as 
long as would have been expected when 
spontaneous recovery from atropine coma 
is permitted. 

Psychologically, there is a very marked 
increase of accessibility, better contact with 
surroundings, and less affective dulling after 
termination of coma, the mental status 
gradually returning to that observed pre- 
treatment. This finding suggests the pos- 
sibility that the post-coma period may be 
ideal for psychotherapeutic efforts. Our 
experience has been too limited so far to 
comment further on this phenomenon. 

Our findings would appear to provide a 
fully developed somatic therapy analogous 
to insulin coma therapy. There are, how- 
ever, significant differences : a tremendous 
safety advantage, a simplicity and ease 
of administration, a uniformity of physio- 
logical response, a practicability for ad- 
ministration with limited personnel, a com- 
paratively insignificant cost, and clinical 
indications far broader than those estab- 
lished for insulin coma therapy. Our method 
is so recent that insufficient clinical data 
are available to compare our results with 
those of the insulin technique. 

It can be said that a safe and certain 
method has been found for terminating 
atropine coma. The principle medical in- 
dications for termination is the develop- 
ment of hyperthermia, the one complica- 
tion of ACT of greatest concern. It may 
well be that the recovery from atropine 


coma through the intervention of the physi- 
cian will activate reactions in the patient 
and physician alike such as have been 
described when insulin coma is termi- 
nated by the use of glucose. 

Our research perhaps raises more ques- 
tions than it answers, but may provide 
somatic therapy for many who would not 
otherwise be considered candidates, or for 
whom insulin coma therapy is too ex- 
pensive, or otherwise unavailable. 


SUMMARY 


A somatic therapy for the treatment of 
selected cases of mental illness is described. 
Coma is produced by the administration 
of massive doses of atropine and termi- 
nated by physostigmine. Increased accessi- 
bility, better contact with reality, and 
more appropriate affective responses are 
found immediately after termination of 
coma, persisting several hours, providing 
the opportunity for more effective psycho- 
therapeutic assistance. 
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Depressive states can have very different 
causes, treatment varying accordingly. Until 
now only electroshock therapy for endogen- 
ous depressions and psychotherapy for re- 
active depressions really fulfilled require- 
ments of effective treatment. The draw- 
backs of electroshock are well known. To 
mention only one of them—the occurrence 
of psycho-organic symptoms, which can be 
extremely unpleasant, particularly for the 
more intelligent person who has to do in- 
teilectual work. Furthermore the efficacy of 
electroshock therapy diminishes in many 
cases the more often it has to be repeated, 
and the methods employed to prevent in- 
cidents arising in the motor apparatus also 
impair its efficiency. 

As regards psychotherapy for reactive 
depressions, everybody with experience in 
this field knows how tedious and difficult 
such treatment may sometimes be and how 
unsatisfactory the results often are. In any 
case, the present status of the treatment of 
depression is such that new efficacious me- 
dicaments are urgently required. 

The effect of the psychopharmacologic 
drugs already known on depressive states 
is slight or indeed absent altogether. This 
applies particularly to chlorpromazine and 
its chemically allied substances and to re- 
serpine. Stimulating substances which pro- 
duce euphoria have at the most an extreme- 
ly transient effect on depressions and in 
addition involve the risk of addiction. This 
also applies to amphetamine and similar 
substances. Many forms of depression pos- 
sessed no really adequate treatment till 
now, and there was nothing much that 
could be done except wait till the disturb- 
ance cleared up on its own. 

N- (gamma-dimethylaminopropy] ) -imin- 
odibenzylhydrochloride (G-22355) is a sub- 


1 Read at Galesburg State Hosp., May 19, 1958. 
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Miinsterlingen, and clinical professor of psychia- 
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8Imipramine hydrochloride is supplied by the 
Geigy Chemical Corp. under the trademark of 
Tofranil. 
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stance with markedly anti-depressive pro- 
perties(1).° Its mode of action remains for 
the present completely unknown. It may in- 
deed in individuals who are predisposed 
give rise to a somewhat manic-like condi- 
tion or even a manic state, i.e., it may act 
by stimulation and produce a sense of eu- 
phoria. But it is not a substance to be con- 
sidered in general as a type of euphoriant. 
Only very few persons experience it as such, 
and as we have been able to show in hun- 
dreds of cases it does not lead to addiction. 

The effect is striking in patients with a 
deep depression. We mean by this a gen- 
eral retardation in thinking and action, 
associated with fatigue, heaviness, feeling 
of oppression, and a melancholic or even 
despairing mood, all of these symptoms be- 
ing aggravated in the morning and tending 
to improve in the afternoon and evening. 
From the external appearance alone it is 
possible to tell that the mood improves with 
imipramine hydrochloride. The patients get 
up in the morning of their own accord, they 
speak louder and more rapidly, their facial 
expression becomes more vivacious. They 
commence some activity on their own, again 
seeking contact with other people, they 
begin to entertain themselves, take part in 
games, become more cheerful and are once 
again able to laugh. 

The patients express themselves as feeling 
much better, fatigue disappears, the feeling 
of heaviness in the limbs vanishes. and the 
sense of oppression in the chest gives way to 
a feeling of relief. The general inhibition, 
which led to the retardation, subsides. They 
declare that they are now able to follow 
other persons’ train of thought, and that 
once more new thoughts occur to them, 
whereas previously they were continually 
tortured by the same fixed idea. They again 
become interested in things, are able to en- 
joy themselves, despondency gives way to a 
desire to undertake something, despair gives 
place to renewed hope in the future. Instead 
of being concerned about imagined or real 
guilt in their past, they become occupied 
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with plans concerning their own future. 
Actual delusions of guilt, or of loss, or hypo- 
chondriacal delusions become less evident. 
The patients declare “I don’t think of it any- 
more” or “the thought doesn’t enter my 
head now”. Suicidal tendencies also dimin- 
ish, become more controllable or disappear 
altogether. Instead of the feeling of being 
ill patients experience a sense of increasing 
strength and health. An irritable, morose 
and resistant attitude gives place to a feel- 
ing of gratitude and affection for the doc- 
tor. Fits of crying and moaning cease. 
Where the depression was accompanied by 
insomnia sleep occurs again, in many cases 
spontaneously under the influence of imi- 
pramine hydrochloride, and the sleep is 
felt to be normal and refreshing, not fa- 
tiguing and forced as that so often pro- 
duced by sleeping remedies. 

Where during the depression there was 
marked inner or outer excitement and un- 
easiness, imipramine hydrochloride exerts 
a tranquilizing effect. Where the depres- 
sion had led to loss of appetite, the appe- 
tite returns. Loss of weight during the de- 
pression is again made good. But patients 
do not actually become obese, as is apt 
to happen with chlorpromazine. In cases 
where the depression had led to constipa- 
tion imipramine hydrochloride counteracts 
this. Feelings of inner tension and cramp 
are also relieved. 

All these effects can occur almost sud- 
denly after two to three days treatment 
and are then already fully developed. In 
other cases improvement occurs in about 
one to four weeks, sometimes suddenly, 
often little by little. Not infrequently the 
cure is complete, sufferers and their rela- 
tives confirming the fact that they had not 
been so well for a long time. It often turns 
out that the actual perceptible illness had 
been preceded by a very long prodromal 
phase with mild disturbances, which hard- 
ly appeared to be pathological at the time, 
and only on looking back after the cure 
is it seen to have been part of the ill- 
ness. In many cases however, there is mere- 
ly some degree of improvement, making 
the condition more bearable for the pa- 
tient, and even permitting resumption of 
work, though at the cost of considerable 
effort. In other cases there is no effect at 


all. If, in what is certainly a purely de- 
press state, treatment with imipramine 

ydrochloride has no satisfactory effect, a 
combination with electroshock is indicated. 
Imipramine hydrochloride, like chlorprom- 
azine, probably has a shock-economizing 
effect. But the action is always purely 
symptomatic. As soon as the medicament 
is discontinued the illness breaks out again, 
usually with undiminished severity after 
a few days, and it can be cured again by 
repeating the medicament. It is thus pos- 
sible experimentally in suitable cases to 
provoke or to cure the illness at will. 

Side effects are relatively slight. In over 
500 cases we have treated with the prepa- 
ration, we have never met with a serious 
complication. Even patients who have been 
treated for over two years without inter- 
ruption have shown no severe side effects. 

Often there is a feeling of dryness in the 
mouth, tachycardia and a tendency to 
sweating coming on in attacks. The blood 
picture in about 2/3 of cases reveals a 
slight increase in eosinophils, but we have 
never seen a marked eosinophilia. Particu- 
larly at the commencement of treatment 
there is occasionally transient erythema. 
Only in one case did we see severe aller- 
gic exanthems, necessitating interruption 
of treatment. Stomatitis, however, some- 
times occurs, probably due to inhibition 
of salivation, and is easily relieved. Allergic 
reactions in the nursing staff have never 
been seen, As in the case of chlorproma- 
zine, but to a less marked extent, photosen- 
sitization may also occur. 

The blood pressure is scarcely affected 
by imipramine hydrochloride. If however 
there is arterial hypertension, then in many 
cases imipramine hydrochloride lowers it 
slightly. We have seen differences of up to 
70 mm. As long as the preparation is being 
given the blood pressure remains low, but 
it rises at once again if treatment is in- 
terrupted. We observed collapse phe- 
nomena only very exceptionally with the 
current method of carrying out treatment. 
But we make a practice of getting all pa- 
tients out of bed regularly, even if they 
receive high doses of imipramine hydro- 
chloride, by injection. We saw thrombosis 
in two cases only, embolism never. 

We have not seen disturbances in the 
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gastrointestinal tract. Patients who have 
a tendency to be constipated, and when 
this is not attributable to the depression, 
generally complain of increased constipa- 
tion under treatment and require aperients 
regularly. Icterus, which could be attri- 
buted with any degree of certainty to 
imipramine hydrochloride, has not been 
observed so far as we are aware. 

In some cases, particularly in certain 
forms of organic diseases and in schizo- 
phrenia, a state of agitation arises after 
from one to several weeks. This can oc- 
casionally be considered as an exacerba- 
tion of the psychosis. Sometimes it appears 
to be an acute toxic psychosis of the acute 
exogenous reaction type. Occasionally 
such psychoses subside again, but often 
they necessitate interrupting treatment and 
it is possible that afterwards a remission 
occurs or substantial tranquilization, which 
persists at least for some time after the 
end of treatment. Such episodes only occur 
seldom, in pure depressive states. 

Then there are a number of side effects 
which are only observed rarely. During 
the first few days of treatment there may be 
giddiness shortly after taking the sub- 
stance, occasionally there are complaints 
of paresthesia, now and then of unpleas- 
ant sensations in the precordium, some- 
times of headache. In older people disturb- 
ance in accommodation can be a nuisance 
and may necessitate prescribing glasses. 

The dosage of imipramine hydrochloride 
is not entirely simple. Generally it is of 
the same order of magnitude as that of 
chlorpromazine. On the whole when giving 
it by injection we have not exceeded 150 
mg. a day, and by oral administration 
not substantially above 300 mg. a day. 
Elsewhere however, considerably higher 
doses have been given and the prepara- 
tion has also been given intravenously. 
But it is important to know in many cases, 
particulary in very young patients and 
adolescents who suffer from symptoms of 
neurovegetative lability and in elderly pa- 
tients with severe vascular disturbance 
lower doses are indicated. We make a 
point then of not exceeding 20-30 mg/day 
and as far as possible split up the dose. 
In such cases the effect is usually the same 
as that of higher doses in other patients. 


If however these patients are given higher 
doses, unpleasant states of tension and 
agitation occur and the tension may under 
particular circumstances find an explosive 
outlet. 

The most important problem in the treat- 
ment of depressive states is that of finding 
the correct indication for the drug. Here lie 
the greatest difficulties and the whole suc- 
cess of treatment depends on the right in- 
dication being chosen. The main indica- 
tion for imipramine hydrochloride is with- 
out doubt a simple endogenous depression, 
possibly presenting the rather frequent de- 
pressive delusions and suicidal urges. 
Every complication of the depression im- 
pairs the chances of success of treatment. 
In marked manic-depressive psychosis, i.e., 
if the depressions are easily and frequently 
replaced by manic-like phases or actual 
manic states, the reaction is less favorable. 
Such depressions seem to respond less well 
and the tendency arises for the depression 
to switch over into a manic phase. Imi- 
pramine hydrochloride is certainly not the 
drug of choice for mania and it may even 
reinforce the manic agitation. 

The prognosis is also considerably less 
favorable if the depresvion is complicated 
by schizophrenic features or if it is merely 
a depressive state arising in the course of a 
schizophrenic process. This means that all 
cases where hallucinations are present, 
apart from the depressive state and any de- 
lusions attributable to this state, react less 
well or not at all to imipramine hydro- 
chloride. The same applies to cases where 
catatonic blocking or other signs of an 
actual dissociation occur in addition to the 
depressive retardation of thinking and to 
cases of negativism. In certain cases, it is 
true, very striking effects can be obtained 
in relation to the schizophrenic features, 
which in some respects resemble those 
obtained with chlorpromazine and reser- 
pine. Thus under particular circumstances 
it may be possible to break through a 
catatonic stupor. One patient, for years 
unable to think or speak, was suddenly 
able to do so freely with the aid of imi- 
pramine hydrochloride, and had the im- 
pression his thought disorder had become 
resolved. It may happen that the ‘voices’ 
get quieter, no longer seem so menacingly 
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close, and sound as if they come from a 
distance. There are cases in which the pa- 
tient becomes indifferent regarding the 
content of his hallucinations and his schizo- 
phrenic delusions of persecution, ill-treat- 
ment and ‘foreign influence.’ In such cases 
the dissociation in thinking also usually 
gets less pronounced and affective rapport 
is considerably improved. In other cases of 
schizophrenia we see a depressive state ac- 
companying the schizophrenia disappear, 
while the schizophrenic features persist 
entirely uninfluenced, or perhaps become 
more prominent, no longer being masked 
by the depression. But in the majority of 
cases of schizophrenia there is no effect at 
all or the patients become more agitated. 
This applies particularly to acute states of 
agitation. Here imipramine hydrochloride is 
certainly not indicated. On the other hand 
it may be possible to cure acute depressive 
phases such as are seen particularly at 
the commencement of a_ schizophrenic 
process in young persons, and also stuper- 
ous forms of acute psychoses in a very 
short time with imipramine hydrochloride 
alone. Strangely enough, however, we have 
even seen stupor develop in acutely ill 
patients during treatment with this drug. 
It is of course hardly possible to decide 
whether in these cases the stupor might not 
have occurred spontaneously and the imi- 
pramine hydrochloride were merely unable 
to influence it in its spontaneous course. 
In schizophrenic patients the combination 
of imipramine hydrochloride with chlor- 
promazine, less frequently with reserpine 
or electroshock has proved particularly 
good. It is interesting that there are pa- 
tients who do not respond to any of these 
methods of treatment when given singly, 
but respond well to a combination of them. 

The complication of depression with 
organic brain disease offers unfavorable 
prospects for treatment. If anything, good 
results may be expected when the organic 
component is mainly vascular in nature 
and has not yet led to extensive destruction 
in the brain. In relatively early stages of 
organic brain disease, which are often ac- 
companied by depressive states, imipra- 
mine hydrochloride may act very well, 
particularly if hypertension is present. 
Then anxiety states, pain, hypochondri- 


acal fears and agitation at night often re- 
spond too. When, however, vital parts of 
the brain are already functionally inefi- 
cient due to organic causes, particularly 
in processes involving cerebral atrophy, 
then imipramine hydrochloride usually has 
no effect even in severe depressive states. 
Practical experience has shown that cere- 
bral atrophy is extraordinarily easily over- 
looked, unless pneumoencephalography is 
regularly carried out. With pathological 
EEG findings the possibility must always 
be borne in mind that such widespread 
interference with cerebral function may 
exist as to render imipramine hydrochlo- 
ride ineffectual. 

Depressive states in epileptics appear 
not to respond at all to imipramine hydro- 
chloride. In a few cases however we have 
observed a good reaction in epileptoid twi- 
light states accompanied by agitation. But 
this effect only occurs as quite an exception. 

In a case of Wilson’s disease we observed 
a distinct improvement in the extrapyram- 
idal motor symptoms and in the psychotic 
phase of excitement. 

States of agitation in severe forms of 
mental deficiency respond usually little or 
not at all to imipramine hydrochloride. On 
the other hand, quite striking results have 
sometimes been seen in the endogenous 
depressions of mental defectives. 

While on the one hand the range of in- 
dications for imipramine hydrochloride 
in depressive states is somewhat limited, 
it is on the other hand very much increased 
when it is remembered that very varied 
psychopathological symptoms may be 
caused by an endogenous depression or a 
depressive state of some other origin, and 
the depressive state may often be over- 
looked because of some more striking psy- 
chopathological findings. Almost any neu- 
rotic symptom can be caused by a depres- 
sive state or be maintained because of the 
simultaneous occurrence of a depression. 
There are undoubtedly patients who pre- 
sent the picture of an obsessional condition, 
and typical psychogenic connections may 
possibly be demonstrable and some degree 
of improvement be attained by psychother- 
apy, and yet an endogenous depression is 
present. In such a case, treatment with imi- 
pramine hydrochloride can bring a com- 
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plete change in the situation within a few 
days, which could not be achieved by in- 
tensive prolonged psychotherapy. As re- 
gards the prognosis, of course all the well 
known unfavorable factors must be con- 
sidered. Nevertheless, imipramine hydro- 
chloride under particular circumstances can 
appreciably facilitate psychotherapy. 

The same applies to certain hysterical 
symptoms, anxiety states and phobias of 
apparently neurotic origin and to physical 
functional disorders, which tend today to 
be placed in the field of psychosomatic 
medicine. In this manner, for instance, we 
were able within 4 weeks to cure completely 
a severe impotence in a 40-year-old man, 
which had lasted almost 2 years and was 
endangering his marriage. 

Imipramine hydrochloride appears to us 
to have a great practical significance in 
cases in which accidents with bodily in- 
juries lead to obstinate pain and depres- 
sion, preventing resumption of work and 
causing trouble to the insurance companies. 
But even in severe illnesses with a fatal 
outcome this drug can bring great relief 
in the terminal stages. It has not yet been 
determined whether imipramine hydro- 
chloride exerts such an effect through an 
apparent analgesic component or whether 
less attention is paid to the pain due to 
change in mood. We are here merely at 
the threshold of studies which very prob- 
ably will considerably extend the range of 
indications for imipramine hydrochloride. 

The question arises what happens in re- 
active depressions, and here we find a 
very confused situation. In a patient with 
an endogenous depression who was under 
treatment with imipramine hydrochloride 
we witnessed a severe reactive depression 
which developed in connection with a dis- 
appointment in love. Both the reactive and 
the endogenous depression responded very 
well to imipramine hydrochloride during 
the further course of treatment. We have 
seen excellent results with imipramine 
hydrochloride in several cases of apparently 
purely reactive depression. In other cases, 
where difficult neurotic problems predom- 
inated, we had the impression that imi- 
pramine hydrochloride was unable to de- 
velop its effect until these problems had 
to some extent been dealt with. In a num- 


ber of cases we witnessed considerable 
improvement in the psychotherapeutic 
treatment with the use of imipramine hy- 
drochloride and the medicament was found 
to exert an increasing effect on the endo- 
genous component, which was not amen- 
able to psychotherapy, and this again bene- 
fited the purely reactive factors. In any 
event in reactive depressions which do not, 
as they should normally, disappear within 
a relatively short time, treatment with 
imipramine hydrochloride is absolutely in- 
dicated. We shall not enter upon the ex- 
tremely difficult problem as to what ex- 
tent endogenous and reactive depressions 
differ clinically from one another and what 
the significance may be of the striking 
similarity of the clinical pictures of these 
two diseases with apparently different 
etiology. 

In this connection, a question of great 
general importance presents itself, namely, 
whether, and to what extent, imipramine 
hydrochloride influences healthy impulses 
of conscience, consciousness of guilt and 
resistance against criminal or immoral ac- 
tions. The seriousness of the moral and 
social implications involved in this question 
cannot be ignored. It is essential that in- 
vestigation of this matter should be under- 
taken on a wide scale. For the time being 
perhaps the following can be stated : Un- 
doubtedly the possibility exists of influ- 
encing people’s ethical and moral behavior 
by administration c* particular substances. 
The best known example is alcohol. It is 
therefore certainly within the realm of pos- 
sibility that newly discovered medicaments 
may exert a similar effect. Furthermore, it 
should be remembered that in certain in- 
dividuals suffering from depression, and 
in whom manic phases occur, their whole 
moral structure may altogether deviate 
from the normal. This does not mean that 
such factors belong to the characteristics 
of the psychosis. But it is known that manic 
states particularly may give rise to criminal 
actions and to the absence of inhibition or 
moral scruples. If then a medicament such 
as imipramine hydrochloride exerts an 
effect on the mood and possibly provokes 
manic-like reactions, then it must be ex- 
pected that in certain persons their moral 
structure may be imperiled. The inhibition 
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against committing suicide must also be 
seen in this light ; just as in the spontaneous 
course of a depression, phases occur in 
which resistance against suicide is lessened, 
during the course of imipramine hydro- 
chloride treatment there may be an in- 
creased risk of suicide. It is essential to take 
this into account, and in spite of the pos- 
sibilities which imipramine hydrochloride 
offers, to commit to an institution patients 
who are endangered in this way. 

In the course of the treatment we have 
carried out to date, we have not seen any 
particularly striking signs of interference 
with ethical or moral standards. In one 
case we treated a patient with depression 
who was about to appear on trial in court 
for homosexual offences against a youth. 
The depression practically disappeared. 
The self-reproaches, hysterical collapse 
with crying and moaning disappeared com- 
pletely within 3 days. But there was abso- 
lutely no evidence that the patient’s own 
moral condemnation of his actions had 
suffered. The depressive phase gave place 
to a perfectly adequate sense of his own 
moral failure and to a natural reaction of 
repentance. The homosexual desires be- 
came strikingly less prominent during 
treatment. 

Clinically it could be shown that the 
homosexual tendencies had become no- 
ticeable in connection with a depression 
of several years’ duration and that they 
had replaced a previous heterosexual atti- 
tude. One must of course avoid drawing 
too far-reaching conclusions from a single 
case. But it at least appears as if substances 
such as imipramine hydrochloride need not 
necessarily seriously impair a patient's 
moral attitude and sense of judgment. 

An important field of research opens up 
here, rendered accessible for the first time 
by the recent development of psycho- 
pharmacology, and touching not only prob- 
lems of psychiatry but also those of gen- 
eral psychology, religion and philosophy. 


SUMMARY 


Over a three-year period, more than 500 
psychiatric patients of various diagnostic 
categories were treated with imipramine 
hydrochloride. It was demonstrated that the 
compound has potent antidepressant action. 
Best responses were obtained in cases of 
endogenous depression showing the typical 
symptoms of mental and motor retardation, 
fatigue, feeling of heaviness, hopelessness, 
guilt, and despair. The condition is further- 
more characterized by the aggravation of 
symptoms in the morning with a tendency 
to improvement during the day. Treatment 
with imipramine hydrochloride resulted in 
full or social recovery in a high percentage 
of the patients. As a rule, the initial re- 
sponse was evident within 2 to 3 days, while 
in some cases 1 to 4 weeks of therapy were 
required. In view of the symptomatic nature 
of the action of imipramine hydrochloride, 
therapy must be maintained as long 
as the illness lasts. The side effects noted 
were relatively slight, and with the ex- 
ception of one case of severe allergic ex- 
anthema necessitating discontinuance of 
treatment, no serious complications were 
encountered. In some cases of depression, 
particularly those associated with organic 
brain damage or schizophrenic poychosis, 
transitory states of agitation or 
tion of the psychotic features were sted. 
These observations suggest the importance 
of a proper selection of the patients as to 
type and etiology of depression. While in 
a number of instances, neurotic, schizo- 
phrenic or other depressions were also 
benefited by the drug, particularly when 
used in combination with chlorpromazine, 
electroshock or psychotherapy, it is con- 
cluded that imipramine hydrochloride is 
primarily indicated and effective in the 
treatment of endogenous depression. 
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CLINICAL NOTES 


COMPARISON OF EFFECTS OF NORMAL AND 
SCHIZOPHRENIC SERUM ON MOTOR PERFORMANCE IN RATS 


LILA GHENT, M. D., anp ALFRED M. FREEDMAN, M. D.' 


Winter and Flataker recently reported 
that the intraperitoneal injection of blood 
plasma or serum of schizophrenic patients 
greatly impaired the speed of rope climb- 
ing in trained rats, whereas injection of 
serum of nonpsychotic subjects had signifi- 
cantly less effect. The present report de- 
scribes a repetition of the Winter and 
Flataker experiment, but our results do 
not confirm the original findings. 

The apparatus and training procedure 
described by Winter and Flataker were 
duplicated(1). Male rats of the Holtzmann 
strain were trained to climb a rope ; climb- 
ing times were recorded before and after 
the injection of serum. 

Serum samples from adult schizophrenics 
were obtained at Brooklyn State Hospital 
from chronically ill male patients who had 
not received any drug or physical thera- 
pies for 4 weeks prior to the drawing of 
the blood, except for one experiment in 
which the effects of drug therapy were 
specifically tested.2 The control serum 
samples were obtained from male members 
of the staff. Serum samples from schizo- 
phrenic children were obtained from the 
League School in Brooklyn; the control 
samples of serum were obtained on the 
pediatric wards of Kings County Hospital 
from children without psychiatric abnor- 
mality, matched for age and sex with the 
schizophrenic children. 

Four experiments were run comparing 
the effects of normal and schizophrenic 
sera on the climbing time of trained rats. 
Frozen serum samples from 11 schizo- 
phrenic and 10 normal adult subjects were 


1 Assistant Professor of Pediatrics, and Associate 
Professor of Psychiatry, State University of New 
York, College of Medicine, Brooklyn 3, N. Y. 

2 Specimens from patients at the Brooklyn State 
Hospital were obtained through the courtesy of 
Drs. Nathan Beckenstein and G. Villara. The au- 
thors wish to express gratitude for this help. 


used in the first experiment. Median climb- 
ing times were increased, but the changes 
appearing in the animals injected with 
schizophrenic sera were no greater than 
those appearing in the animals injected 
with normal sera. In the second experi- 
ment, fresh (nonfrozen) sera from 12 
schizophrenic and 10 normal subjects were 
used. Again, the median climbing times 
increased after injection, but the increase 
was of similar magnitude in both groups. 
Fresh sera from 9 schizophrenic and 8 non- 
psychotic children were employed in the 
third experiment ; no difference appeared 
between the groups. 

To account for the discrepancy between 
our results and those reported by Winter 
and Flataker, we thought that some of 
the serum samples used by Winter and 
Flataker may have been obtained from 
schizophrenic patients who were on atar- 
actic therapy, and that an indirect effect 
of such drugs was responsible for the 
prolonged climbing time observed in the 
animals. (A direct effect is unlikely since 
the amount of the drug that would be 
present in 1 c.c. of serum is below the rat’s 
threshold.) To investigate this possibility, 
we obtained serum from 11 schizophrenic 
patients who had been on moderate to 
heavy doses of chlorpromazine for a mini- 
mum of several weeks. Even in this ex- 
periment, no difference appeared between 
the groups injected with normal and schizo- 
phrenic sera. 

We have already said that the increase 
in median climbing times after the injec- 
tion of serum was the same in schizophrenic 
and normal groups. In addition, there was 
no difference between the groups in climb- 
ing time delay scores, a score devised by 
Winter and Flataker to represent the 
amount by which the climbing time was 
increased over the pre-injection trials, and 
the length of time for which this increase 
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was maintained. The distribution of climb- 
ing time delay scores for our control group 
was very similar to that reported by Winter 
and Flataker for their control group. 

We are at a loss to account for our find- 
ings. Although it may be that some aspect 
of our procedure is responsible for our 
negative results, the fact that the distribu- 
tion of scores of our control group is similar 
to that obtained by Winter and Flataker 
speaks against such a possibility. Another 
explanation is that the samples of sera used 
by Winter and Flataker differed from the 
samples used in these experiments, but 
this is unlikely. Our own work shows that 
serum from patients receiving drug therapy 
did not affect the rats’ performance ; Winter 
and Flataker report no differences in the 
effects of serum from chronically or acute- 
ly ill schizophrenic patients, or from psy- 
chotic patients with varying diagnoses. The 


only other known difference between our 
sample and that of Winter and Flataker 
is that both males and females were repre- 
sented in the Winter and Flataker group, 
whereas only males were represented in our 
group—it is unlikely that the etiological 
agent in schizophrenia is different for males 
and females. 

In summary, then, we have not been 
able to confirm the presence of a “psy- 
chotoxic” substance in the blood of schizo- 
as described by Winter and Flat- 

er. 
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OBSERVATIONS ON THE COMPARATIVE EFFECTS OF 
TRANQUILIZERS ON PATIENTS PREVIOUSLY TREATED 
WITH PROCHLORPERAZINE 


WERNER M. MENDEL, 


The comparative drug study conducted at 
Metropolitan State Hospital between July, 
1957, and February, 1958, was designed 
to use patients as their own control. A 
variety of drugs and drug forms was given 
to the same individual. In this way the ex- 
perimental design eliminated some of the 
flaws inherent in the studies which use 
patients as controls for other patients in 
a similar diagnostic category. The same 
person received a variety of drugs ir. care- 
fully controlled sequence and we were able 
to make standardized observations of the 
effect of the drugs on the individual patient. 

Our patients were 17 severely ill, chron- 
ically disturbed female schizophrenic pa- 
tients who had been successfully treated 
with prochlorperazine during the 9 months 
prior to the initiation of this study. Starting 
July, 1957, we made daily observations on 
each of these patients which were recorded 
on an arbitrary scale of 0-8 intensity, re- 
porting anxiety, depression and irritability. 


1 Metropolitan State Hospital, Norwalk, Calif. 


After 2 months of observations on continued 
high doses of prochlorperazine, all the pa- 
tients were changed to equivalent doses of 
reserpine. The following month they were 
changed back to prochlorperazine. As the 
study continued, patients were changed to 
a variety of drugs and drug forms for 
periods of one month each but they were 
always returned to prochlorperazine tablets 
for a month of control. During each month 
we made the 90 observations on each pa- 
tient on the basis of the previously men- 
tioned scale. We calculated the statistical 
significance of our findings, using appropri- 
ate methods. 

Our findings clearly indicate that even 
after many months of treatment with pro- 
chlorperazine, changing the patients to 
reserpine for one month resulted in a sig- 
nificant exacerbation of their symptoms of 
anxiety, irritability and depression. A return 
to prochlorperazine again resulted in im- 
provement. 


A comparison of the effectiveness of pro- 
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chlorperazine tablets with prochlorperazine 
spansules shows that milligram for milli- 
gram patients’ symptoms were significantly 
more severe on the sustained release span- 
sule than on the tablet of the drug. Half 
of the patients continued to get worse after 
the month of prochlorperazine spansules 
even when they were again placed on regu- 
lar tablets. One patient improved upon be- 
ing returned to prochlorperazine tablets. 
Not one of the patients did better on span- 
sules. This raises many questions in regard 
to spansule therapy. How can we under- 
stand these results which are contrary to 
those reported in the drug literature in 
recent months ? There certainly is the pos- 
sibility that the spansules do not release the 
drug uniformly in all individuals. There is 
the additional possibility that two or three 
high peak levels of the drug per day are 
more effective than an even, sustained, but 
somewhat lower level. There is indeed some 
precedent for this explanation in terms of 
our knowledge of the relationship between 
antibiotic blood levels and antibiotic effec- 
tiveness. The explanation sometimes of- 
fered, that the use of the spansule may 
cause less nurse-patient contact does not 
apply in our study since we gave spansules 
to the patient two or three times a day just 
as we gave the tablets. 

During a 3-month period we compared 
the effect of prochlorperazine to trifluprom- 
azine (Vesprin). Our observations of this 
comparison were startling. Eighty-five per 
cent of the patients who were doing very 
well on prochlorperazine for many months, 
improved significantly when placed on tri- 
flupromazine. Of these 85% the vast majority 
(7 out of 9) continued to improve even 
when returned to prochlorperazine, the 
drug on which they had held a good, steady 


level of improvement for many months.. In 
the past we have recognized that certain 
combinations of tranquilizers work syner- 
gistically. As far as I know, there have been 
no reported studies of the effect of tran- 
quilizers given in series as we did. How can 
we understand the observation that those 
patients who had been treated successfully 
with one phenothiazine derivative should 
improve even more when placed on another 
phenothiazine derivative? This occurred 
even though they had previously not re- 
sponded to a number of other = 
zine derivatives. 


SUMMARY 


We have attempted to demonstrate a 
possible approach to the evaluation of 
drugs by using patients as their own con- 
trol. This avoids the obvious error inherent 
in considering a diagnostic category as 
representing a uniform population group. 
We have attempted to be more precise in 
our observations of the patients by avoiding 
socially determined criteria, such as dis- 
charge from hospital, movement to open 
ward, etc. The study has further raised a 
number of interesting questions. We won- 
der whether in tranquilizers, as in some 
other medications, rapid release of the drug 
from the tablet is perhaps more effective 
than a sustained, even release from the 
spansule, In this study the tablets were 
more effective milligram for milligram than 
the spansule. We raise the possibility of 
using a number of phenothiazine deriva- 
tives in sequence ‘n the treatment of dis- 
turbed psychotic patients. In our study pa- 
tients improved on a new phenothiazine 
derivative even though they had improved 
previously on prochlorperazine and had 
reached a very satisfactory plateau. 


AN INVESTIGATION OF THE VALIDITY AND RELIABILITY OF 
THE AKERFELDT TEST 


PHILIP GUSSION, M. D., MERLE E. DAY, Pu. D.. ANDREW KUNA, Pu. D. ! 


The ability of fresh blood serum obtained 
from patients with schizophrenia, mental 
depression, and various types of psychoses, 


1VA Hospital, Northport, N. Y. 


to oxidize N, N’-dimethyl-p-phenylenedia- 
mine more rapidly than fresh serum ob- 
tained from healthy subjects has been in- 
vestigated by Akerfeldt(1). This author 
suggested that a copper-containing, serum 
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oxidase (ceruloplasmin) might be involved 
in producing the oxidation. Heath et al.(2) 
have also discussed the possible influence 
of serum oxidizing enzyme systems on 
schizophrenic behavior and have conducted 
studies on the copper levels and cerulop- 
lasmin 7 schizophrenic and normal serum. 
Akerfeldt found the test to give a positive 
reaction in 81% of all schizophrenics tested. 
He also found positive reactions in preg- 
nant women, malignant carcinomas and 
psychomotor epilepsy. 

The imental sampling was drawn 
to permit evaluation of the Akerfeldt re- 
action for differences between withdrawn 
actively psychotic schizophrenics and with- 
drawn schizophrenics in good behavioral 
remission ; actively paranoid schizophrenics 
and paranoid schizophrenics in good be- 
havioral remission. Non-schizophrenic pa- 
tients (diagnoses of a character disorder 
or alcoholism) and schizophrenics with 
known central nervous system organicity 
were also sampled. A control group was 
drawn from the hospital staff. In the in- 
terests of standardization, Akerfeldt’s pro- 
cedure was elaborated to include colori- 
metry. Anaerobic conditions (Thunberg 
tubes) were found to offer no advantages. 
The stability of the reaction was evaluated 
by retesting after 3 weeks. Serum samples 
were assigned random numbers during the 
laboratory process.” 

Both maximum scores on the reaction 
and increment scores (indicative of rate of 
an enzymic reaction ) were examined statis- 
tically. No significant differences were 
found which favored any group. The range 
of the reaction was found to be equal when 
patients were compared with normals. 
Stability coefficients were computed using 
Pearson product-moment correlation (N= 
20). For increment scores the obtained r = 
.51 and for maximum scores r = .37. 

The results obtained in this investigation 
did not support the value of the Akerfeldt 


2A deiailed description of the procedures will be 
made available upon request. 


test for determining the various states and 
diagnosis in schizophrenia. These experi- 
ments were performed with the purpose of 
utilizing the Akerfeldt test to determine the 
various schizophrenic states, prognoses, im- 
provement and therapy. The rationale be- 
hind this was the possibility that since 
serotonin was found in relatively high con- 
centration in the hypothalamus and mid- 
brain and since monoamine oxidase also 
occurs in high concentration in the hypo- 
thalamus, a higher or lower concentration 
of oxidizing substance or ceruloplasmin 
could occur in various phases of schizo- 
phrenia which could then be determined by 
the reaction with the N,N.’-dimenthyl-p- 
phenylenediamine reagent. 

Another possibility was that the oxida- 
tion of the Akerfeldt reagent was not en- 
tirely due to ceruloplasmin but also to other 
oxidative enzymes such as monoamine 
oxidase. In this connection oxidation-reduc- 
tion potentials were determined on schizo- 
phrenic and normal bloods and although 
the redox potential in schizophrenics was 
invariably higher than in normals, a suffi- 
ciently variable range could not be estab- 
lished to be of diagnostic value. The redox 
potentials were performed with a Leeds & 
Northrop potentiometer which was ac- 
curate enough to determine these changes. 
Further work is being done along this line 
to isolate the oxidizing substances so that 
better evaluation can be established. 

The data provide no evidence that the 
Akerfeldt test is useful as a diagnostic in- 
dicator of a schizophrenic process. On the 
population tested, its low stability over a 
three to four week period precludes re- 
lating it as an index of any stable process. 


BIBLIOGRAPHY 
1, Akerfeldt, S.: Science, 125: 117, Jan. 
1957. 
2. Heath, R. T., Leach, B. E., Byers, L. W., 
Martens, S., and Feigley, C. A.: Am. J. 
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This case is reported to confirm Weather- 
lee and Villien’s(1) findings that aortic 
homograft surgery is not a contraindica- 
tion to electroshock treatment. 


In December of 1957, a 55 year old white 
married female suffering complaints of pain 
in her left leg was hospitalized, and a series 
of operations were performed for iliac artery 
obstruction. The surgeon performed an aorto- 
femoral graft followed by a bifurcation graft 
with anastomosis to the right iliac and left 
femoral arteries. The following day thrombosis 
took place and re-exploration and removal of 
thrombus was done, requiring further recon- 
struction by use of frozen homograft. Five 
days later due to unexplained shock, the 
patient was re-explored but there was no 
further thrombus or leakage. 

Following 4 months’ hospitalization, the 
patient was discharged in April, 1958. Three 
weeks later the author saw the patient, at 
her sister’s home, in a psychotic depression. 


1 Dept. of Psychiatry, Temple University School 
of Medicine, 49 Copley Rd., Upper Darby, Pa. 

2EST administered by the staff of Roseneath 
Farms Hospital. 


Glutethimide (Doriden) is a non-bar- 
biturate hypnotic and sedative, first intro- 
duced in 1954(1). Since then there have 
been reports of fatal intoxication(2, 3), of 
acute intoxication(4, 5, 6, 7, 8, 9), and of 
addiction to the drug in which grand mal 
seizures occurred on withdrawal(10). This 
report presents another example of glu- 
tethimide addiction, with brief description 
of the withdrawal symptoms, and a sug- 
gested method for detoxification. 


1 Glutethimide is marketed under the trade name 
of Doriden by Ciba Pharmaceutical Products Inc. 

2 From the Lafayette Clinic and Wayne State Uni- 
versity College of Medicine, Detroit, Mich. 


CASE REPORTS 


AORTIC HOMOGRAFT SURGERY AND ELECTROSHOCK 
R. K. GREENBANK, M. D." 


ADDICTION TO GLUTETHIMIDE (DORIDEN) ' 
ARNOLD SADWIN, M.D., anp ROBERT S. GLEN, M. D. ? 


She was bedfast although she was physically 
able to be up and about. She feared returning 
to her own home. There was suicidal pre- 
occupation and rumination, particularly over 
(a) the sudden death of her only son (heart 
attack) during the time that she was hospital- 
ized, and (b) financial problems created by 
her long illness. She felt responsible for both 
events. The patient had not responded to 
tranquilizers and Dexedrine prescribed by her 
attending physicians. Dynamic psychotherapy 
was started, with daily visits. Dexedrine was 
continued. Occupational therapy was also 
utilized. However, the patient continued her 
suicidal preoccupations. Due to increased 
agitation and suicidal risk, she was hospital- 
ized. The patient improved following 10 
electroconvulsive treatments ? without muscu- 
we relaxants, and ‘was released from the hospi- 


The patient’s physical status was satis- 
factory following the treatments, thus con- 
firming the earlier report. 


BIBLIOGRAPHY 


1. Weatherbee, J. and Villien, L. M.: Am. 
J. Psychiat. 114: 1120, June, 1958. 


A 41-year-old white married truck driver 
was admitted to this clinic in February, 1958. 
During the preceding 6 months he had become 
so weak, poorly coordinated, and confused 
that he lost his job. He complained of a dull 
cloudy feeling and heaviness in his head. His 
muscles tired easily and he had a poor memory 
for dates, events, and obligations. He was 
unable to perform even the simplest of tasks. 

He had been addicted to alcohol for at 
least 20 years, but about 3 years before ad- 
mission he gave it up and began using tran- 
quilizers, then barbiturates, and finally high 
doses of paregoric to control his anxiety. He 
suddenly stopped taking paregoric when he 
and his wife, a nurse, realized he was addicted 
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to the drug. The next day he began having 
severe withdrawal symptoms, necessitating 
hospitalization for one week in June, 1957. 
Upon discharge his physician prescribed glu- 
tethimide, 0.25 grams t.i.d. and 1 gram at 
bedtime. This was intended as a non-addicting 
daytime sedative and a hypnotic at night. The 
patient soon complained that it was becoming 
ineffective in “calming his nerves”; at his 
insistence the dosage was increased. Within 
2 months he was taking at least 20 grams a 
week. He could do no sustained labor and 
was put on sick leave. 

On examination he was slovenly in appear- 
ance and walked with a wide-based, slow, 
staggering gait. He seemed emotionally dull 
and unable to formulate his thoughts or do 
the simplest arithmetic problems. He was con- 
fused as to time, place, and person, and his 
remote and recent memory were seriously im- 
paired. The only significant physical findings 
were a generalized bilateral hyporeflexia with 
muscular weakness, and poor coordination. 

On the second hospital day he developed 
severe cold sweating chills, and complained of 
nausea, a feeling of “knots” in his stomach, 
and numbness of the fingers and toes ; these 
were interpreted as withdrawal symptoms. He 
had not had any glutethimide for 24 hours. 

It was decided to withdraw the drug slowly. 
The initial maintenance dose of 3 grams a day 
was reduced by one-tenth each subsequent 
day. On the sixth day, concomitantly with a 
16-hour delay in administration of the sched- 
uled dose, his first and only grand mal seizure 
occurred. Except for this event, as the amount 
of the drug was decreased, there was improve- 
ment. At the end of 10 days, all signs of 
disturbance in his sensorium and psychomotor 
activity had disappeared. 

Psychological tests prior to withdrawal of 
the drug revealed evidence of intellectual im- 
pairment suggestive of organic brain damage. 
Tests administered after the drug was with- 
drawn no longer showed any intellectual im- 
pairment. 

An electroencephalographic tracing taken 
while the patient was under the influence of 
the drug revealed a generalized minimal dys- 
rhythmia, a finding consistent with a diffuse 
cerebral disturbance. Another tracing 10 days 
after the drug was discontinued was within 
normal limits. 

Approximately one month after admission, 
the patient was discharged in an alert, coordi- 
nated, and fully oriented state. He had re- 
gained his strength and ambition and planned 
to return to his job. 


Discussion 


Addiction is considered established when 
repeated use of a drug causes a state of 
intoxication, when tolerance is significant, 
and when abstinence causes appreciable 
physiological disturbances(10, 11). All 
these criteria were fulfilled in our patient. 

This case report suggests that patients 
who have a history of previous g or 
alcohol addiction may also become addicted 
to glutethimide. The effects of increasingly 
high doses may produce the symptoms of 
an acute organic brain syndrome. Abrupt 
discontinuance of the drug may lead to 
withdrawal symptoms, such as cold sweat- 
ing chills, nausea, tremors, paraesthesias, 
and even convulsions. 


SUMMARY 


1. Glutethimide may become an addict- 
ing drug when used by patients with a 
history of addiction. 

2. Signs and symptoms of an acute 
organic brain syndrome may be produced 
in a patient intoxicated by glutethimide. 

3. Such symptoms are reversible. 

4. In order to control withdrawal symp- 
toms, it is suggested that the drug be 
reduced gradually. 
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“A Study in Non-Restraint”(1) which the 
authors state is an attempt to prove the 
truth of the statement of Dr. John Con- 
nolly a hundred years ago : “Restraint and 
neglect are synonymous. They are sub- 
stitute for the thousand attentions needed 
by a disturbed patient,” reminded me of the 
work of a great psychiatrist and humani- 
tarian, Dr. S. S. Korsakov, who introduced 
the system of non-restraint in Russia in 
1881. Korsakov was 27 years old when Mrs. 
Bekker, widow of psychiatrist A. F. Bekker, 
and owner of a private mental hospital, 
invited Korsakov to take charge of it. 
There, with her cooperation, Korsakov in- 
troduced the system of non-restraint which 
excited protests of old employees and phy- 
sicians alike. Korsakov was severely criti- 
cized for what was thought to be a danger- 
ous procedure not only for the personnel 
but for the patients themselves. Korsakov’s 
instructions to the personnel and colleagues 
reveal his greatness, selflessness, and love 
for patients. He realized that “non-restraint” 
taxed the patience and abilities of the phy- 
sicians and attendants and he remarked, 
“The less restraint for the patient, the more 
restraint for the physician.” He tried and 
succeeded to implant the understanding 
that “non-restraint” was not a mechanical 
removal of the physical restraint, but a 
method of treatment involving “more atten- 
tion to patient’s needs, more affection and 
devotion to the patient.” 


1 Boston State Hosp., Boston 24, Mass. 


HISTORICAL NOTES 


NON-RESTRAINT 


NAOMI RASKIN, M. D.! 


When, in 1887, the first psychiatric clinic 
of the Moscow University Medical School 
was opened, Professor Kojevnikov, a neur- 
ologist, was appointed director of the clinic, 
but he immediately put in charge his best 
pupil and friend, Dr. Korsakov. Korsakov 
began by removing bars from the windows 
and patients from the isolation rooms. 
Violent patients were put in a special wing 
of the clinic, but the doors of the wards 
were opened into a large, well-lit hall and 
the attendants were trained in “non-re- 
straint” technic of handling the patients. 

Korsakov was the first psychiatrist and 
Bekker’s hospital the first psychiatric in- 
stitution in Russia where “non-restraint” 
was successfully tried. Korsakov had no 
precedent, no teachers to instruct him, but 
he was familiar with the writings of Wil- 
liam Tuke and John Connolly. After several 
years of trial of “non-restraint,” Korsakov 
was convinced of its being a rational and 
humane method of treatment, and so re- 
ported it in a paper, “On the Non-Restraint 
Treatment of Patients” read before the first 
convention of the Russian Psychiatric As- 
sociation, January 8, 1887. 


BIBLIOGRAPHY 


1, Jacoby, M. G., Babikian, H., McLamb, 
E., and Hohlbein, B. : Am. J. Psychiat., 115: 
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COMMENT 


COMMITTEE ON INTERNATIONAL RELATIONS, 1958 


A Symposium on International Relations, 
a luncheon in honor of the foreign visitors 
and guests attending the annual meeting, 
and a dinner round table, constituted the 
major contributions of the Committee on 
International Relations to the San Fran- 
cisco Meeting of the American Psychiatric 
Association. 

Of outstanding interest was the presence 
of Professor K. M. Bykov, Director of The 
Pavlov Institute, Leningrad, and his con- 
tribution to the symposium on international 
psychiatry Thursday morning, May 15. Pro- 
fessor Bykov spoke briefly in his native 
tongue, and the English version of his paper 
was read by Dr. Horsley Gantt. Professor 
Bykov also responded to questions from 
the audience. The others participating in 
the symposium were Dr. N. Vincent Young- 
man of Brisbane, Australia ; Doris Odlum 
of Bournemouth, England ; Professor Sla- 
met Iman Santoso of Jakarta, Indonesia ; 
and Dr. John Francis William of Mel- 
bourne, Australia. Dr. John R. Rees spoke 
briefly on “The Mental Health Year, 1960.” 

The symposium was attended by some 
800 members of the Association. 

The subscription luncheon was attended 
by the contributors to the International 
Relations Symposium and other foreign 
guests, Drs. Eileen Brooke of London, Eng- 
land ; J. Fuster of Barcelona, Spain; Pa- 
tricia Haig of England; S. Martens of 
Stockholm, Sweden; W. Mayer-Gross of 
Birmingham, England; Ralph A. Noble 
of Cambridge, England ; Maria Ryzen of 
Heidelberg, Germany; Frances Wells of 


London, England. The occasion was fur- 
ther graced by the presence of Dr. Karl 
Bowman, Chairman of the Programme 
Committee, Dr. D. Ewen Cameron, Dr. 
George S. Stevenson, Mr. Austin M. Davies, 
Dr. Clarence B. Farrar, by members of the 
Committee on International Relations, and 
by a host of members of the Association. 

Following established practice, each par- 
ticipant, in turn around the table, intro- 
duced himself and spoke briefly on his or 
her interest in international psychiatry. 

The luncheon was, in every respect, a 
rewarding occasion. 

The dinner round table, Tuesday eve- 
ning, May 13, was devoted to a discussion 
of two items phrased in question form : 
“Can Psychiatry Contribute to World 
Peace?” and “What are the Common Com- 
ponents in International Psychiatry?” The 
discussion was both lively and searching, 
and while there was no formulated “con- 
census of opinion” the answer to both ques- 
tions was patently in the affirmative. 

It is to be hoped that the Committee on 
International Relations and the American 
Psychiatric Association will devote further 
study to these matters. Psychiatry should 
be, but currently is not, occupied with the 
global dimensions of international dishar- 
mony and conflict. There is no doubt that it 
lies within the competence of our Associ- 
ation and of our discipline to make a telling 
contribution to world peace and under- 
standing. 

Iago Galdston, M.D., 
Chairman. 


LAW 


You must have the right kind of law ; but the best law that the wit of man can 
devise will amount to nothing if you have not the right kind of spirit in the man 


behind the law. 


—THEODORE ROOSEVELT 
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NEWS AND NOTES 


Tue Peruvian PsycHiaTRic ASSOCIATION. 
—The “Asociacién Psiquidtrica Peruana” 
elected as officers for the term of two years 
(1958-1960) the foliowing members : presi- 
dent, Dr. Francisco Alarco ; vice president, 
Dr. Baltazar Caravedo; secretary, Dr. 
Oscar Valdivia Ponce ; treasurer, Dr. Lenor 
Revoredo ; assistant secretary, Dr. Carlos 
Carbajal. 


Dr. to Dmecr HEALTH 
Project or WeEsTERN INTERSTATE COMMIS- 
SION ON Hicuer Epucation.—Dr. Blain has 
accepted the position of Director of Mental 
Health Training and Research for the 
above mentioned Commission. This will be 
on a part-time basis. He has also been 
appointed professor of clinical psychiatry 
at the University of Pennsylvania, and will 
at the same time have the supervision for 
the APA of a project for the recruiting 
and assignment of psychiatrists to points 


of vantage throughout the country. 
Dr. Blain’s new address is Belfield, Phila- 
delphia 44, Pa. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TIoN, Inc.—More than 4,000 specialists in 
human behavior, including psychiatrists, 
psychologists, social workers and educators, 
are expected to attend the 3-day 36th an- 
nual meeting of the American Orthopsy- 
chiatric Association at the Sheraton Palace 
Hotel, San Francisco, beginning March 30, 
1959. 

A presidential session on the evening of 
March 30 will include addresses by Dr. 
Linus Pauling, Nobel laureate in chemistry 
and professor of chemistry at the California 
Institute of Technology, and Dr. Weston 
LaBarre, author and associate professor of 
sociology and anthropology at Duke Uni- 
versity. The presidential address will be 
delivered by Dr. Stanislaus Szurek, pro- 
fessor of psychiatry at the University of 
California Medical School and director of 
children’s services at the Langley Porter 
Neuropsychiatric Institute, San Francisco. 

Further information is available from 


Dr. Marion F. Langer, executive secre- 
tary, American Orthopsychiatric Associa- 
tion, 1790 Broadway, New York 19, N. Y., 
or from the chairman of the San Francisco 
arrangements committee, Dr. Donald Shas- 
kan, 49-4th St., San Francisco 3, Calif. 


MenTAL Hearty Researcu, MICHIGAN.— 
A conference on Methodology in Mental 
Health Research sponsored by the Michigan 
Department of Mental Health, with the 
cooperation of Michigan State University, 
will be held in East Lansing on November 
10-12, 1958. 

The application of selected methodolo- 
gies in mental health research will be dis- 
cussed by May Brodbeck, Philosophy of 
Science ; Wm. Stephenson, Methodology 
of Q-Technique ; Edward Suchman, Scaling 
Theory ; Paul Lazarsfeld, Latent Structure 
Analysis; Charles Wrigley, Multivariate 
Analysis. Host to the conference will be 
Dr. V. A. Stehman, deputy director, Dept. 
of Mental Health. Attendance is by invita- 
tion to staff members of department hospi- 
tals and clinics and a few additional 
scientists in the area. The papers will be 
published to make the proceedings avail- 
able to a broader audience. 


INTERNATIONAL ASSOCIATION FOR Re- 
SEARCH IN Szonp1 PsycHo.ocy.—July 16-19, 
1958, the First International Colloquium on 
Experimental Diagnosis of Drives and on 
Fate Analysis was held in Zurich, Switzer- 
land, under the chairmanship of L. Szondi, 
M.D. Psychiatrists, psychologists, statis- 
ticians, theologians, and members of the 
legal profession from Austria, Belgium, 
France, Germany, Holland, Spain, Switzer- 
land, and the United States attended. The 
founding of the above-named organization 
and of national organizations in the coun- 
tries of the participants was decided upon. 

The Secretary and Treasurer of the In- 
ternational Association is: Ulrike Studer- 
Salzmann, M. D., 17 Freie Strasse, Zurich, 
Switzerland. 
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NEWS AND NOTES 


[ November 


New Psycutatric Hosrrra, Denver. 
—On July 1, 1958, The National Mental 
Health Center, a new 20-bed, open type 
neuropsychiatric hospital was opened in 
Denver, Colo. It is a free, non-sectarian 
institution operated by a Jewish sponsored 
charitable organization. 

The hospital uses psychoanalysis, milieu 
and occupational therapy and recreational 
therapy. There are no facilities for insulin 
or electroshock therapies. The staff con- 
sists of a psychiatrist, psychologist, social 
worker, psychiatric nurses, psychiatric 
nursing assistants and occupational thera- 
pist. A second psychiatrist will join the 
staff shortly. 

Eligible for treatment are severely neu- 
rotic and incipiently schizophrenic patients 


whose illness is not of long duration. Ac- 
ceptable are men and women between the 
ages of 21 and 50, provided they voluntarily 
seek treatment and can be cared for in an 


open hospital. 


AnnvuAL Institute or Cup Psy- 
cuiaTRY.—The Fifth annual Institute spon- 
sored by the Reiss-Davis Clinic for Child 
Guidance will take place Saturday, Novem- 
ber 8, 1958, at the Beverly Hilton Hotel, 
Los Angeles, Cal. The theme of the meet- 
ing is “Adolescence.” 

For further information write to Dr. 
Rocco L. Motto, Reiss-Davis Clinic for 
Child Guidance, 715 N. Fairfax Ave., Los 
Angeles 46, Cal. 


“PRIMITIVE” AND “CIVILIZED” THINKING 

The primitive mental habit in its general features is best described negatively 
by the term unscientific, and positively by religious, in the ordinary connotation 
of that term. Superstitious would be preferable, were it not too narrow: as to 
magic, we do not here distinguish—magic being simply the superstitious or religious 
method as opposed to the scientific. This primitive thinking does not distinguish 
between the natural and the supernatural, between subjective and objective 
reality . . . The fact is that human nature remains fundamentally primitive, and 
it is not easy even for those most favored by descent to rise above these primitive 
ideas, precisely because these ideas “spring eternally” from permanent functional 
causes, Everyone would still be primitive were it not for education and environ- 
ment, and the importance of these elements in the evolution of the race can 
hardly be over-estimated. 

—ERNEsT CRAWLEY, 


The Mystic Rose 
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BOOK REVIEWS 


Tue Mammauian Cenesrat Cortex. By 
B. Delisle Burns. (London : Edward Arn- 
old, Baltimore: Williams and Wilkins, 
1958, pp. 119. $5.00.) 


This monograph summarizes the author's 
results of a prolonged study of electrical re- 
sponses in the isolated cerebral cortex of the 
cat. A strip of cortical tissue, 20x3 mm.’s in 
surface area, is isolated by a razor blade 4 mm. 
below the cortical surface and is detached from 
the surrounding cortex, from below upwards, 
without damaging its pial blood supply. 

Two different responses are constantly elic- 
ited by electrical stimulation of this isolated 
cortex, which the author has called the ‘surface 
negative response’ and the ‘surface positive 
burst response’. The latter is a reaction spread- 
ing from the point of stimulation and is only 
seen in isolated cortical tissue. By micro- 
electrodes the maximum strength of this spon- 
taneous ‘burst’ response is at a depth of 1.0-1.5 
mm. below the cortical surface and is believed 
to be mediated by what the author calls ‘B’ 
cortical neurones, possibly in the 5th cortical 
layer. If the stimulated cortical area is only 
partially isolated by being left attached to 
normal cortex at one end of the isolated area, 
the spontaneous burst response is radically 
modified on passing into the normal attached 
cortex. Although Dr. Burns finds it impossible 
to assess the cortical B-type cell excitability to 
normal behavior he does believe that it is a 
system of intra-cortical neurones theoretically 
capable of conducting normal excitation from 
any part of the cerebral cortex to any other 
part. 

The book ends with a very interesting sec- 
tion on the problem of memory, under the 
headings of : 1. The established properties of 
simple memories; 2. The site of memory 
changes within the mammalian nervous sys- 
tem ; and 3. The general nature of the memory 
mechanism. The author has to conclude that 
his spontaneous B-type cell activity can have 
little to do with memory because ‘facilitation 
with a half-decay time of 3 hours does not offer 
a ready explanation of the almost permanent 
changes within the upper nervous system that 
we believe to accompany memory. Neverthe- 
less, the study of these relatively short-lived 
changes may prove of ultimate importance to 


an understanding of longer lasting changes 
within the brain.’ 
Eric A. Linell, M.D., 
University of Toronto 


Tue Immense Journey. By Loren Eiseley. (New 
York: Random House, 1957, pp. 210. $3.50.) 


This beautifully written book, by the Chairman 
of the Department of Anthropology at the Uni- 
versity of Pennsylvania, consists of a series of 
essays most of which were originally published 
separately. Together they present a naturalist- 
anthropologist’s view of man as a creature of na- 
ture and of culture. There are few writers at the 
present time who write as well as Dr. Eiseley, his 
style is sheer poetry, but it is also a great deal 
more. The blend of naturalist, anthropologist, and 
poet makes for a consciousness which sees the sin 
of unconsciousness as the major evil, the failure 
to be sensitive to what is going on about one, and 
the inability not only to see a thing for what it is, 
but what is even worse, the failure to endow it 
with those qualities of value of which the human 
mind is alone capable. That is the theme which, 
like a refreshing river, flows through these essays 
on man and nature. No one interested in the one 
or in the other or both should do himself the dis- 
service of missing this book. 

AsHLey Monrtacu, 
Princeton, N. J. 


CHANGING CONCEPTS OF PSYCHOANALYTIC MepI- 
cine. Edited by Sandor Rado, M.D. and 
George E. Daniels, M.D. (New York: Grune 
& Stratton, 1956, pp. 248. $6.75.) 


This book presents a collection of papers read at 
the decennial celebration of the Columbia Uni- 
versity Psychoanalytic Clinic, held on March 19 
and 20, 1955. The first section of the book is a 
history of the clinic and its goal which is stated in 
the first article to be that of a completely integrated 
graduate program within the framework of a medi- 
cal school hospital setting where there is no sepa- 
ration of psychoanalysis from psychiatry. To the 
reviewer, this seemed a laudable goal and the his- 
tory of the clinic’s efforts to achieve this end was 
rewarding reading. Throughout the volume, the 
reviewer becomes aware of the streams of Ameri- 
can philosophic and psychologic thought—pragma- 
tism, psychobiology, the concept of homeostasis, the 
“classic” psychoanalytic theory, and the “cultural” 
psychoanalytic schools of thought. Withal the vol- 
ume repeatedly stresses Doctor Rado’s adaptational 
psychodynamics, a theoretical framework which is 
admittedly at variance with the “unsatisfactory” 
psychoanalytic theory of personality and mode of 
psychotherapy. For this reviewer, Doctor Rado’s 
psychodynamics is more clearly asserted as superior 
to the old than proven as superior on the basis of 
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the presentation here. Throughout the articles ap- 
pear statements such as “reparative psychotherapy 
is too broad a subject to permit full exposition in 
the space available.” This is one of the chief faults 
_ of the book, that is, that because of the restrictions 
of time and space the full measure of the adapta- 
tional psychodynamic theory cannot be taken. The 
section entitled “Research in Schizophrenia” con- 
tains preliminary reports on on-going research 
which, if not conclusive, are stimulating. But, as 
one discussant noted, these are “sketchy reviews of 
highlights.” It is just this last phrase “a sketchy 
review of highlights” which leaves one in doubt as 
to whether or not articles such as this should be 
included in book form. I must hasten to add that 
the book also reflects the present limited state of 
our knowledge of psychodynamics, of neurophysi- 
ology and psychosomatic problems (referred to, in- 
triguingly, as comprehensive medicine) and one can 
only praise the strong effort being made at Colum- 
bia University for a total view of the person—ge- 
netic, cultural, neuro-endocrinologic, etc. 

Several of the articles in the book seem to be of 
lasting importance. Doctor Goldman’s article on 
“Reparative Psychotherapy” is by far the most 
explicit exposition of the nebulous term “suppor- 
tive therapy” that this reviewer has encountered. 
Doctor Levy’s study of oppositional behavior is ex- 
cellent. Doctor Markus’s family study unit is a 
well-written section in which the author’s experi- 
ence with team treatment in a child guidance clinic 
is evident. His thoughts about the team approach 


are appealing and provocative. There are brief but 

rewarding articles by Kardiner on the “Cross Cul- 

tural Point of View” and by Dr. Hilde Bruch on 
the “Psychopathology of Hunger and Appetite.” 
Josern E. Ranxrn, M.D., 

Washington, D. C. 


Zurn PHAENOMENOLOGIE DER BESSERUNG IN DER 
PsycuotneraPie. (Concerning the pheno- 
menology of improvement psycho- 
therapy.) Supplementum ad Vol. V, Acta 
Psychotherapeutica, Psychpsomatica et 
Orthopaedagoigea. By Norman Elrod. 
(Basel : S. Karger, 1957, pp. 199.) 


Dr. Elrod, an American physician, has been 
working in a Swiss Mental Hospital. Without 
being all too indiscreet one may guess that 
it was the Burghoelzli in Zurich. Dr. Elrod 
took over for individual and group therapy a 
chronic schizophrenic. To anticipate the re- 
sult ; the patient, Hans Zimmermann, returned 
to his wife and daughter after one year. Zim- 
mermann had shown the first vague symptoms 
at the age of 27 years; two years later there 
occurred several unmistakable manifestations, 
and another year later, that is at the age of 
30, he was admitted to the hospital. There he 
remained with one interruption for 5% years. 
The euthor does not want to “make a definite 
statement about the essence and the ap- 


pearance (das Wesen und das Auftreten) of 
the improvement” ; he has set himself the task 
to let the reader see what happened step by 
step in this particular situation with particular 
illumination of the Elrod-Zimmermann rela- 
tionship. This is very informative since the 
institutional situation is drawn in with its 
hierarchy and all manner of difficulties deriv- 
ing from it. 

It is worthwhile to read how the author got 
contact with the patient, how he won the pa- 
tient’s confidence and how there evolved out 
of the physician-patient-relationship a friend- 
ship between Dr. Elrod and Mr. Zimmermann. 
The doctor went on first name basis and “Du” 
~—saying with the patient. Nevertheless or per- 
haps just for this reason the description Dr. 
Elrod gives us remains impressive and alive. 

The emphasis on the “existential situation” 
does not become clear; phrases like “the 
diabolic certainty of schizophrenia”, “the 
‘daimon’ of the patient was that human situa- 
tion we call schizophrenia . . .” and the like 
detract from the genuineness of the author’s 
reporting. One may be allowed to wonder 
whether he always understood what he put 
down possibly on advice of advisors. There is 

some doubt in this reviewer's mind 
whether the author fully appreciated what 
“Du”-saying means in German and what it 
may have meant in particular for Zimmer- 
mann. I do not want to minimize the merits of 
this author by pointing to his bilinguality : he 
doubtlessly talked German with his patient, 
but he seems to have written his treatise in 
English from which it was “re-translated”. 
Eucen Kann, M. D., 
Houston, Tex. 


Year Boox or Nevuro.ocy, PsycuHiaTry AND 
Nevurosurcery. 1957-1958. Edited by 
Roland P. Mackay, M.D. (Neurology), S. 
Bernard Wortis, M.D. (Psychiatry), Oscar 
Sugar, M.D. (Neurosurgery). (Chicago : 
Book Publications, Inc., 1958. 


The three fields surveyed in the Year Book 
seem to be about equally productive as judged 
by the space allotted to each in this 600-page 
volume, plus 23 pp. for indices. For a general 
appreciation of the contents one may consult 
the comments and emphases in the introduc- 
tory surveys by the three editors. 

Mackay points to studies of “the intimate 
processes of cellular function, such as the way 
in which myeline is formed and maintained in 
good repair . . . suggesting the important role 
of oligodendrocytes in the economy of myeline. 
Thus, glia would appear to be an active agent 
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in neural function rather than a mere support- 
ing structure.” 

Again, “Physiologic studies . . . hint that 
the learning process may go on as low in the 
sensory heirarchy as at the first synapse (Her- 
nandez-Peon), as well as at cortical levels . . . 
The thought persists, at least in the editor's 
mind, that the sensitivity of the synapse to 
coded frequencies, simultaneity and sequence 
lies at the heart of memory, which is at the 
heart of mind.” 

Again, the hope is reasonable that through 
the steadily accumulating studies in neuro- 
pharmacology we may learn something about 
“the neurologic bases of the psychoses and 
abnormal affective states . . . the problem of 
the ‘neurology of behavior’.” 

Markay refers to recent Russian claims of 
obtaining from cases of disseminated encepha- 
lomyelitis a pathogenic virus and that a vac- 
cine had been made that was effective against 
multiple sclerosis. He quotes findings from a 
repetition of this work by Sabin (University 
of Cincinnati) who could not confirm the So- 
viet claims and concluded that “the Russian 
multiple sclerosis virus is rabies virus and it 
has no relationship to multiple sclerosis.” 

Wortis, opening the section of psychiatry, 
notes that since 1956 there has been a little 
decline in the mental hospital population in 
the United States for the first time since 
World War II. As a result of improved, more 
intensive, and new treatments it has been pos- 
sible to discharge more patients and fewer 
have been admitted. Observers variously at- 
tribute these changes to 1. Tranquilizing drugs, 
2. Physiologic treatments, and 3. More active 
psychotherapy. 

Research in the genetic aspect of mental ill- 
ness has continued very active and promising, 
{although Pauling’s forecast in the A.P.A. gen- 
etic symposium of 1956 was perhaps unduly 
optimistic]. 

The pharmaceutical houses keep both the 
profession and the public abundantly informed 
of the advances in psychopharmacology. Wor- 
tis gives a useful list of 40 or more of the newer 
drugs used in psychiatric practice. (It is under- 
stood that any list published today will re- 
quire an appendix tomorrow). In this list are 
given the chemical name of the drug, the trade 
name, the manufacturer and the dosage. The 
drugs are also classified as tranquilizers, stim- 
ulants and sedatives. It is noted that an in- 
creasing number of reports calls attentions to 
complications and dangers that may follow use 
of tranquilizing drugs. It is also of interest 
that W.H.O. in 1957 listed these pharmaceu- 


ticals among the habit-forming drugs. Wortis 
conservatively concludes: “Today we have 
only the earliest beginnings of a specific thera- 
peutic psychopharmacology, but even this bit is 
a real advance.” 

The report of the British Committee on 
Homosexual Offenses and Prostitution deserves 
special mention. One of its most important 
recommendations : that homosexual acts be- 
tween consenting adults in private should no 
longer be regarded as criminal offenses. The 
Committee expresses the view that it is not 
“the function of the law to intervene in the 
private lives of citizens . . . further than is 
necessary . . . To preserve public order and 
decency, to protect the citizen from what is 
offensive or injurious, and to provide sufficient 
safeguards against exploitation and corrup- 
tion of others.” 

In a brief introductory note to neurosurgery, 
Oscar Sugar notes that “it is no longer relative- 
ly easy to present a fairly complete bibliogra- 
phy of related works.” He comments on the 
difficulties resulting from the great increase 
of published material, multiplication of jour- 
nals, duplication of reports, delays in publi- 
cation, etc. He suggests the possibility of 
a new central organ for publication of 
abstracts before instead of after the full 
articles are published. [The difficulties in- 
volved are met to some extent in The American 
Journal of Psychiatry by the inclusion of a 
section wherein preliminary reports, clinical 
notes, etc., can appear in print within two 
months of submission, and long before a full 
text might be published). 

While this section of the Year Book covers 
the field of neurosurgery as represented in the 
periodical literature, the editor of the intro- 
ductory remarks limits his references to sev- 
eral recently published books comprehensively 
dealing with this discipline. One such is 
Selected Writings of Walter E. Dandy, which 
includes some material not previously pub- 
lished together with reprinted articles, begin- 
ning with “Blood Supply of the Pituitary 
Body” and ending with “The Location of the 
Conscious Center in the Brain—the Corpus 
Striatum.” Another work is Vol. II of Hand- 
buch der Neurochirurgie (Springer-Verlag. 
1957). Dorcas H. Padget’s monograph “The 
Development of the Cranial Venous System 
in Man, from the Viewpoint of Comparative 
Anatomy” follows upon her work on arterial 
development. These detailed studies by this 
“artist-turned embriologist” are highly com- 
mended by the editor. 

C. B. F. 
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A Fo.iow-Ure Stupy or War Nevnoses. 
By Norman Q. Brill, M.D., and Gilbert W. 
Beebe, Ph.D. (Veterans Administration 
Monograph, 1955, pp. 393. 271 tables.) 


Comparatively, little is known about the 
natural history of neuroses, and because the 
problem of emotional breakdown was one of 
the most serious medical problems with which 
the armed services had to contend during 
World War II, the need for a systematic un- 
biased study of this problem was apparent. 
Inasmuch as a great deal of clinical material 
was available as a result of experiences during 
World War II, the Follow-up Agency of the 
National Research Council, devised by the 
committee on Veterans medical problems in 
cooperation with the Veterans Administration, 
the army and the navy devised the project 
which is reported in this volume. 

Observations and clinical experiences with 
personnel during the Korean conflict also are 
utilized in these studies. 

The first goal of the study was to determine 
the characteristics of those who broke down 
as compared with a random sample of the 
general military population both before and 
during military service. Both sociological and 
psychiatric characteristics were investigated 
in relation to the chance of breakdown in the 
service. A second objective was to learn the 
specific circumstances which precipitated 
breakdown, the subsequent course of the ill- 
ness during service, and the quality of any 
further duty which might be performed. 
A third and major goal was to learn what 
happened to these men after they left the 
service and to describe their psychiatric status 
at follow-up approximately 5 years after 
breakdown. 

The basic findings are all graphically pre- 
sented and discussed regarding the implica- 
tions of military and sociological characteristics 
of the population sampled as well as certain 
psychiatric aspects of the pre-service history 
in which pre-service personality and family 
history are investigated as well as the stresses 
during the military service. It seemed that 
there was little difference between the psycho- 
neurotics and the random sample of normals 
on entering into the service except the former 
were somewhat older at entry, were more 
often inducted than volunteered, and except 
for those initially decompensating during the 
first month of duty, had generally served 
longer than the average. It seemed that posi- 
tive evidences of emotional illness among 
family members and also evidences of parental 
removal before adolescence and extreme at- 
titude of rejection, indulgence, over-protection 


or rejection were correlated more highly with 
the breakdown group. Persons who had malad- 
justments in more than one area involving 
social, sexual, marital, school and work areas 
most often were seen in the breakdown group, 
and a larger number in which there was evi- 
dence of strong sibling rivalry were seen in 
the patient group rather than the controls. The 
area of military service was important in that 
those under more stress appeared to break 
down more often, with combat areas having 
the greatest number of breakdowns. Sixty % 
of these were lost to the service because of 
psychiatric discharge. Evaluation of follow-up 
status reveals 90% of the subjects volunteering 
some symptoms, with 60% of the men who 
were called definitely ill at separation im- 
proved. Only 36% had sought treatment for 
their emotional disorders, 15% from psychia- 
trists. When seen, about 40% were drawing 
VA compensation, though this did not have 
a dynamic influence upon the course of the 
illness generally. 

Analysis of the follow-up data indicated that 
78% of those considered to have no disability 
nevertheless reported psychiatric and psycho- 
somatic symptoms, and VA compensation for 
psychiatric disability was seen only weakly 
correlated with the examiner’s evaluations of 
disability and study. Regarding treatment, 
only 55% of the men with the greatest dis- 
ability had sought treatment of any kind. This 
treatment was mainly symptomatic, and the 
men themselves under-estimated their need 
for treatment or had negative attitudes toward 
it. The examiner’s diagnoses and his prognoses 
correlated quite highly with disability ; and 
the severity of illness at the time of break- 
down, and the response to treatment (though 
not the variety of treatment) seemed some- 
what related to disability of follow-up. Diag- 
nosis and follow-up indicated the men who 
presented personality and behavior disorders 
had more often first broken down early in 
the Z/I, and in response to interpersonal 
stresses and military life and to civilian type 
stresses. Men who first broke down following, 
rather than during, their combat tour received 
more severe diagnosis from their examiners. 
Men whose breakdown seemed especially as- 
sociated with their own dependency or in- 
stinct-ridden characteristics also tended to 
be somewhat more ill at follow-up. As ex- 
pected, the man who was entirely normal at 
entry had the greatest chance of being found 
with no illness at all on follow-up. On the 
other extreme, the man with an overt neuroses 
at entry into the service had only a negligible 
chance of having no illness at follow-up. The 
two specific findings of interest in the study of 
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adjustment at follow-up are: 1. That there is 
no evidence of secondary gain in the limitation 
of ability to work because of illness; and 2. 
Men with overt neuroses prior to military serv- 
ice exhibit more sexual maladjustment than any 
other pre-service personality group. In gen- 
eral, it was the poorly educated, unskilled 
individual of limited intelligence, who was not 
well adjusted before entering the service, and 
who was more liable to have had marital 
difficulty after discharge, who is least apt to 
improve and most apt to get worse. Regard- 
ing VA compensation for psychiatric disability, 
it was found compensation was granted more 
often to those who served longer though the 
length of service was not found to have rela- 
tionship to the severity of illness at follow-up. 
An analysis of the military experience indi- 
cated that the nature of stress experienced was 
important as far as VA compensation status is 
concerned, and that the man who broke down 
in combat was more likely at follow-up to have 
deteriorated ; his illness was more likely to be 
considered service-connected and therefore 
compensable ; and on review, he had a better 
than average chance that compensation had 
begun. Location at breakdown seemed depend- 
ent on two sets of factors : predisposition and 
distress. A few pre-service characteristics 
which were purely indicative of predisposition 
were the following: a pathologically strong, 
positive attitude toward the mother ; an im- 
paired pre-service personality and adjustment, 
and history of having sought treatment for a 
presumably psychiatric disorder prior to enter- 
ing the service. From the standpoint of rate 
of recovery location at first breakdown was of 
great predictive value. Those breaking down 
early were generally sicker, though combat 
cases—while acutely ill—were least often 
severely so. Location per se however, was not 
useful in predicting subsequent disability. The 
severity of illness at the time of the first break- 
down was not highly correlated with features 
of the psychiatric history or with follow-up 
status. Regarding treatment, it was found the 
choice of treatment to be related to pre-service 
personality prior to breakdown and severity of 
the illness. Follow-up status, however, could 
not be correlated with the type of treatment. 
Although psychiatric diagnosis at the time of 
follow-up is highly correlated with disposition, 
over half the men who were discharged for 
disability had no more than mild neurosis at 
follow-up, and a considerable number were 
not ill at all. Men discharged for psychiatric 
disability have a relatively poor prognosis. 
An analysis of the pre-service record from 
the standpoint of family history, personality 
impairment, and adjustments indicated numer- 


ous elements of the family history to determine 
pre-service personality and adjustment, es- 
pecially psychiatric illness in the father; and 
again at follow-up, the family history is rather 
firmly associated with psychiatric status. Pre- 
service personality also was correlated definite- 
ly with maternal discipline and indulgence ; 
an unusually negative or positive attitude 
toward the parents ; overt sibling rivalry ; and 
parental conflict. Unrelated to personality pat- 
tern were parental withdrawal, the degree of 
paternal discipline or indulgence, economic 
status, or religion. 

Implications of the study for induction, 
utilization and disposition policies for men who 
will be drafted into military service in the 
future are pointed out in the last part of this 
book. The experiences of World War II sug- 
gested that the size and probable psychiatric 
compensation of the total manpower pool are 
such that another large scale mobilization will 
necessitate interest in marginal psychiatric 
groups. The type of psychiatric examination 
that is possible at induction provides an in- 
sufficient basis for forecasting military per- 
formance and therefore cannot be relied upon 
to choose individuals for service, its value 
being limited to elimination of only the more 
obviously inapt and grossly ill. It is pointed 
out that those who required psychiatric treat- 
ment in the service, even if overtly neurotic at 
entry, appeared to have paid their way as a 
group. It seems criteria for evaluating military 
performance were badly needed and that prob- 
ably the psychiatrists used in the World War 
II screenings might have contributed more to 
the war effort if their talents had been devoted 
to insuring better utilization of men in the 
armed forces and at efforts toward prevention 
of psychiatric breakdown, than in screening 
those other than obviously ill from the service. 

Dr. Brill’s book is a very thorough study 
which may help dispel a lot of exaggerated 
fears about the ability of those men who 
broke down in the service to reintegrate into 
a civilian setting. The impressive thing is the 
degree of spontaneous improvement which 
takes place following discharge, and the rela- 
tively small number who receive treatment in 
contrast to the number who are given mone- 
tary compensation. 

This book will be interesting to those who 
care to examine the extensive statistical data 
reported. It also contains a very easily read 
description and summary of the data presented 
at the end of each chapter, which makes it a 
readable book for those who have not time 
to examine the more graphic material con- 
tained. HAMILTON Forp, M. D., 

Galveston, Tex. 
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IN MEMORIAM 


CHARLES ENGLANDER, M.D., 1890-1958 


Things won't quite be the same without 
Charlie Englander. He was here and there 
and everywhere. He knew everybody and 
everybody knew him. He was one of the 
founders of our New Jersey affiliate and he 
was its president in 1950. He was a native 
of New Jersey. He received his M.D. at the 
old Medical-Chi. in 1916, where he won 
membership in the Honor Society, A.O.A. 
After interning in Newark he entered the 
Army for the brief duration of that war. 
And then in 1919 he opened an office for the 
private practice of neurology and psychia- 
try. That made him a pioneer—there were 
very few specialists of any sort at that time, 
and only one or two were ahead of him 
in neuropsychiatry in all New Jersey. He 
became affiliated with the Vanderbilt Clinic 
and Neurologic Institute in New York as 
early as 1920. 

A Board Diplomate in both neurology 
and psychiatry, he was active in APA com- 
mittee work. He had opinions on everything 
and he let you know just where he stood. 
But he was incapable of ill will. He was in- 
nocent of envy or greed or malice. In the 
rat race of competitive practice, he stood 
in dignity by the side of the road. He en- 
couraged the others and helped them and 
in his exuberant good will, forgot about 
promoting himself. He knew more neuro- 


anatomy than most of us, and was one of 
the very few neuropathologists in his state. 

He was chief of psychiatry at two general 
hospitals in Newark. But his first love was 
the Essex County Overbrook Hospital with 
which he had been identified since 1919. He 
was director of laboratories at Overbrook. 
It was appropriate that he died there with 
his shoes on. He died in his office while 
dictating into a machine the report of an 
autopsy on a cardiac. A play-back of the 
record discloses his shortness of breath and 
his struggle to get the words out, and then 
silence while the disc turned mutely. For 
him there was no invalidism, none of the 
indignity of illness or the helplessness of 
disability, and let us hope, no pain. His 
last words were uttered in the performance 
of duty. He certainly would have wanted 
to die that way. 

We have all said lots of things to Charlie 
for lots of years. But these are the last 
words we shall say to him. He led a turbu- 
lent, restless life, constantly driving him- 
self, not for personal aggrandizement but 
out of some inner need. But rest has come 
at last. Charlie, may you rest in peace ! 

Henry Davidson, M.D., 
Overbrook Hospital, 
Cedar Grove, N. J. 
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this discharged mental 
patient may suffer a 


relapse 


This man was fortunate in finding 

a good job after his discharge from 
the hospital. The job keeps him busy, 
however, and he often forgets his 
mid-day maintenance medication. 

His neglect may cause a relapse. 


Kris! reports that the sustained, 

10- to 12-hour therapeutic effect of 
one oral dose of ‘Thorazine’ Spansule 
capsule medication “. . . enables the 
patient to omit the inconvenience 

of the mid-day dose and also insures 
a more even distribution of the 

effect of [‘Thorazine’ |.” 


One ‘Thorazine’ Spansule capsule 
taken on arising provides all-day 
protection against the breakthrough 
of symptoms and eliminates the 
“forgotten dose”’ which may impede 
the patient’s readjustment. 


Thorazine* 


chlorpromazine, S.K.F. 


Spansule* 


sustained release capsules, S.K.F. 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 


Smith Kline & French Laboratories, Philadelphia 


1. Kris, E.B.: Simplifying Chlorpromazine Maintenance 
Therapy, Am. J. Psychiat. 114:836 (March) 1958 


*T.M. Reg. U.S. Pat. Off 
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sustained release 


capsules 
Meprospan 


meprobamate Miltown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 
1. Meprobamate is more widely prescribed than any sustained action form [Meprospan] produced 


other tranquilizer. Source: Independent research 
a more uniform and sustained action... 

(sustained action meprobamate capsule) with other these capsules offer effectiveness at 


tranquilizing and relaxing agents in children. 


Submitted for pub! 1958. reduced dosage.’ 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


q.12 h. 


iain Literature and samples on request “WALLACE LABORATORIES, New Brunswick, N. J. 
; who discovered and introduced Miltown® 


SME-7320 


Georgie Meron 1957. 234, and Eisen, | ef war! tension, oe the quality 
& 
a 
4 
4 
‘ 


i; é 

be 

4 

4 
o 


*T.M. Reg. U.S. Pat. Off. 


Timesaving 


‘Compazine’ Spansule capsules provide: 


e Timesaving administration in the hospital—only one or 
two doses daily. 


¢ Rapid onset of action—as fast as tablet medication. 


e¢ Sustained therapeutic effect—continuous action for 10 to 
12 hours. 


NEW 30 mg. ‘Compazine’ Spansule capsules are especially 
useful in psychiatric patients Ee require 30 mg. or more of 
‘Compazine’ daily. 


Compazine* Spansule* 


prochlorperazine, S.K.F. sustained release capsules, $.K.F. 


Smith Kline & French Laboratories, Philadelphia 
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Now in one instrument... 

a safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 
convulsive current at the 

very least as efficient 

as the strongest AC machine, 
but with increased safety 

due to automatically 

reduced side effects. 


MODEL SOS 
REITER SEDAC-STIMULATOR 


Now with Model SOS, Reiter SedAc- 
Stimulator, sedative and convulsive 
therapies may be given with one ma- 
chine. A one knob control with a safety 
spring lock permits simple transition 
from sedative to convulsive currents. 


In ECT, the significantly increased 
efficiency of the Reiter unidirectional 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... apnea, thrust, agitation 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed ...they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 
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MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


BARBITURATE COMA 
| and other respiratory problems 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 
with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc ‘current (may be 
used with separate SedAc attach- 
ment). The SedAc is also available 
as a self-powered instrument. 


REUBEN REITER, Se.D 


64 WEST 48th STREET, 
NEW YORK 36, N.Y. 
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(reserpine CIBA) 


With a growing history of success, Serpasil continues 
to play a major role in the treatment of emotionally 
disturbed psychiatric patients. Under its calming, pro- 
tective action, agitation and tension give way to se- 
renity--yet drive and energy are retained. For Serpasil 
"modulates" more than it sedates, making the patient 
better able to cope with his problems. Even in the most 
acute states, Serpasil reduces manic excitement and fre- 
quently produces dramatic improvement in behavior. */?57™* 


2 


4-ml. teaspoon. Parenteral Solutio 2e0l., 2.5 mg. Serpasil 
per pl. Multiple-dose Vials, 10 ml.. 2.5 mg. Serpasil per ol SUMMIT, N. J, 
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| effective in withdrawn, apathetic schizophrenics 


y) effective in chronic patients refractory to 
other therapies 


3 marked beneficial effect on delusions 
and hallucinations 


4. fast therapeutic responses at low doses 


5 inherent long action 
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STELAZINE 


for treatment of chronic and 
withdrawn schizophrenics 


‘Stelazine’ is the first psychopharmacologic agent 
to be effective in significant numbers of chronic 
and withdrawn schizophrenic patients. 


Prime candidates for ‘Stelazine’ therapy are the 
“back-ward,” withdrawn patients for whom drug 
therapy has been abandoned or perhaps never 
attempted. Clinical studies have demonstrated 
that on ‘Stelazine’ therapy these patients become 
alert, communicative, sociable and responsive to 
the therapeutic milieu. Many appear to be bene- 
ficially motivated, and for the first time show an 
interest in leaving the hospital. 


It is Stelazine’s effectiveness in these patients 
that has set it apart from other psychopharma- 
cologic agents. Withdrawal should be consid- 
ered an indication, rather than a contraindica- 
tion, for ‘Stelazine’. Moreover, chronicity and 
failure to respond to other drugs are good reasons 
for a clinical trial. 


We are convinced that once you have tried 
‘Stelazine’ in your chronic and withdrawn pa- 
tients you will find that this drug is truly a 
different and very important addition to your 
armamentarium. 


Smith Kline & French Laboratories 
Philadetphia 


ADMINISTRATION AND DOSAGE 
OF ‘STELAZINE’ 


‘Stelazine’ dosage must be adjusted to the severity of the 
condition and to the response of the individual. Dosage 
should be titrated carefully in order to achieve maximum 
therapeutic effect with the lowest possible dose. 


‘Stelazine’ is intended for use only in patients who are 
either hospitalized or under adequate supervision. As 
yet, dosage has not been established for children under 
12 years of age. 


Oral 


The usual starting dose is 2 mg. t.i.d., but many patients can 
be started satisfactorily on 5 mg. b.i.d. (Small or emaciated 
patients should always be started on the lower dosage.) 


The majority of patients will show optimum response on 
5 mg. t.i.d. or 10 mg. b.i.d., although a few may require 
30 mg. a day or more. Optimum therapeutic dosage levels 
should be reached within 2 or 3 weeks after the start 
of therapy. 

When maximum therapeutic response is achieved, dosage 
may be reduced to a satisfactory maintenance level. Be- 
cause ‘Stelazine’ is inherently long-acting, maintenance 
doses can be administered b.i.d. 


Intramuscular (for rapid control within hours) 

The usual dose is 1 mg. to 2 mg. (% cc.~1 cc.) by deep 
intramuscular injection every 4 to 6 hours, as needed. More 
than 6 mg. within 24 hours is rarely necessary. As soon 
as a satisfactory response is observed, oral medication 
should be substituted at the same dosage level or slightly 
higher. If motor restlessness or jitteriness occurs, the 
dosage should not be increased. See “Side Effects’’ below. 


Only in very exceptional cases should dosage of ‘Stelazine’ 
Injection exceed 10 mg. within a 24-hour period. Since 
‘Stelazine’ has a relatively long duration of action, injections 
should not be made at intervals of less than 4 hours be- 
cause of the possibility of an excessive cumulative effect. 


‘Stelazine’ Injection has been exceptionally well tolerated; 
pain and induration at the site of injection have not 


been reported. 
SIDE EFFECTS 


Clinical experience has shown that when side effects 
occur, their appearance is usually restricted to the first 
2 or 3 weeks of therapy. After this initial period, they 
appear infrequently even in the course of prolonged 
therapy. Termination of ‘Stelazine’ therapy because of 
side effects is rarely necessary. 


Extrapyramidal symptoms 


Extrapyramidal symptoms are seen in a significant number 
of patients given ‘Stelazine’. These symptoms may resem- 
ble Parkinsonism or be of the dystonic type. The muscles 
of the face and shoulder girdle may be selectively involved. 
Symptoms observed have included: spasm of the neck 
muscles, extensor rigidity of back muscles, carpopedal 
spasm, oculogyric crisis, trismus and swallowing diffi- 


culty. Occasionally, there may be elements of excitement 
and increased suggestibility. 

Despite some similarity to symptoms of serious neurologic 
disorders, these extrapyramidal symptoms are reversible. 
They subside gradually—usually within 24 to 48 hours— 
when dosage is lowered or the drug temporarily discon- 
tinued. If desired, they may be more promptly controlled 
by the concomitant administration of anti-Parkinsonism 
agents. Severe dystonia has responded rapidly to intra- 
venous caffeine sodium benzoate. 


Akathisia (motor restlessness and turbulence) 
Some patients may experience an initial transient period 
of stimulation or jitteriness, chiefly characterized by motor 
restlessness and sometimes insomnia. These patients should 
be reassured that this effect is temporary and will dis- 
appear spontaneously. If this turbulent phase becomes too 
troublesome, reduction of dosage or the concomitant 
administration of small doses of phenobarbital or some 
other mild sedative may be helpful. 

At times, this effect may be strikingly similar to the 
original anxiety manifestations of the psychosis. Thus, it 
is important to identify these symptoms as a side effect, 
and to see to it that the dosage of ‘Stelazine’ is not in- 
creased until these symptoms have disappeared. 


Others 


Other side effects have been minor. Drowsiness has oc- 
curred but has been transient, usually disappearing in a 
day or two. There have been occasional cases of dizziness, 
muscular weakness, anorexia, rash, lactation and blurred 
vision. 

‘Stelazine’ is contraindicated in comatose states. For fur- 
ther information, see the S.K.F. literature. 


CHEMISTRY 
‘Stelazine’ is 10-|3-(1-methyl-4-piperazinyl)-propy]|-2-tri- 
fluoromethylphenothiazine dihydrochloride. 
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AVAILABLE 


‘Stelazine’ Tablets: 2 mg., 5 mg. and 10 mg., in bottles of 
50 and Special Hospital Packages* of 1500. 


‘Stelazine’ Injection: 10 cc. Multiple dose vials (2 mg./cc.) 
in boxes of 1 and Special Hospital Packages* of 20. 


*Available only to non-profit and government hospitals. 


REFERENCES 1. Feldman, P.E.: An Evaluation of Trifluoperazine 
in Chronic Schizophrenia, in Trifluoperazine: Clinical and Pharmacological 
Aspects, Philadelphia, Lea & Febiger, 1958, pp. 87-97. Goldman, : 
inical Experience with Trifluoperazine: Treatment of Psychotic States, 
ibid., pp. 71-86. 3. Markey, H.: Patients with Chronic Schizophrenic Re. 
actions Treated with Trifluoperazine, thid., pp. 150-155. 4. Kovitz, B.: 
Management of Psychotic Tension Symptoms “— Trifluoperazine A 
Preliminary Report, shid., pp. 144-149.5. Brooks, G.W efinitive Ataractic 
Therapy in the Rehabilitation of Chronic Schizophrenic cations: A Pre- 
liminary on the Use of Trifluoperazine, shid., pp. 54-61 Rudy, 
L.H.; Rinaldi, F.; Costa, E.; Himwich, H.E.; Tuteur, W., and Glowre 3: 
The Use of Trifluoperazine in the Treatment of Acute and Chronic Psy- 
chotic Patients, #hid., pp. 125-137. 7. Freyhan, F.A.: Occurrence and Manage- 
ment of Extrapyramidal Syndromes in Psychiatric Treatment with Tri- 
fluoperezine, thid., pp. 195-205. 8. Kinross-Wright, V.J.: Trifluoperazine 
and Schizophrenia, thid., Bp e- 70. 9. Gunn, D.R.: The Role of Trifluopera- 
zine in the Treatment of Refractory Mental Patients, thid., pp. 47-53. 
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The improved Model D Electroencephalograph pre- 

sents all of the latest advances in component reli- 

ability and manufacturing techniques, retaining the 

advantages of ease of operation and maintenance write for descriptive 
built into the instrument during over ten years of literatere end prices on: 
experience in manufacture and application. ELECTROMYOGRAPHS 


ELECTROENCEPHALOGRAPHS 
New components, such as strain gage amplifiers, STRAIN GAGE AMPLIFIERS 


D.C. channels, etc. are available. Special amplifiers RECORDER PAPER 

can be designed and furnished upon submission of ELECTRODES 
specifications. All of these units are arranged for SHOCK THERAPY EQUIPMENT 
easy plug-in installation in the standard console. 


MEDCRAFT ELECTRONIC 


_ designers and manufacturers of diagnostic 
and therapeutic equipment for the peat 


| 426 GREAT EAST NECK ROAD, BABYLON, LLY. 
ESS MAIL TO BOX 1006, BABYLON, N.Y. 
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CHEMICALLY IMPROVED — beneficial proper- 
ties potentiated ... unwanted effects reduced, 
through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED — en- 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED — does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
4 lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


IN EXTENSIVE CLINICAL EXPERIENCE — 
SINGULARLY FREE FROM TOXICITY 


IN SCHIZOPHRENIA/ MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms—————> facilitates insight————» permits 
early introduction of psychotherapy ————» im- 
proves patient-personnel relationship ——» hastens 
social rehabilitation 


1 


Squibb Triflupromazine Hydrochloride 


the new, improved agent for better 


management of the psychotic patient... 
with greater freedom from toxicity 


DOSAGE: 
Oral route—usual initial dosage, 25 mg., t.i.d. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
Intramuscular route—suggested dosage, 20 mg., t.i.d. (Ob- 
serve caution in exceeding daily intramuscular doses of 
150 mg.) 
(See package insert for additional information) 
Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 
Parenteral Solution: 1 cc. ampuls (20 mg./ce.) 
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*VESPRIN’ IS A SQUIBB TRADEMARK SQUIBB / The Priceless Ingredient 
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He bets 
on molecules 


When William Bruce searches for new molecular 
formations in drugs, he knows he often plays a 
game of chance with the unknown. Dr. Bruce is 
one of an army of ceaselessly exploring scientists in 
his section of the Research and Development 
Division of Wyeth. 


In these uncharted regions of organic synthesis, 
Dr. Bruce finds that compounds of great promise 
do not always result in clinical breakthroughs. 


Take the case of WY-1292. This was one of a 
group of selenium analogues of cystine synthesized 
by Bruce and his associates in an effort to develop 
an improved agent for leukemia. After a score of 
derivatives of the parent compound had been 
created and screened, clinical drawbacks were 
acknowledged. The process had consumed many 
man-hours of organized effort. Disappointment was 
natural. Antileukemic action had been successfully 
demonstrated, but leukemic cells were shown to 
acquire increasing resistance to the drug. So this 

is an agent you'll never see. 


Every research scientist has a dogged instinct to 
penetrate nature’s barriers. Dr. Bruce and his 
fellows at Wyeth are responsible for a constant flow 
of compounds, some of which represent victories 

in the obstetrics of research. These are the 

Wyeth drugs that, in your hands, 
permit improved care of patients. 


Wyeth 


A 
Philadelphia 1, Pa. 
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HELP US KEEP 
THE THINGS 
WORTH KEEPING 


Families get together 
every year and give 
thanks. It’s an American 
custom we all love—from 
grandma and grandpa 
down to the little girl who 
sits up high at the table 
on a dictionary. 


Family life is such a pre- 
cious part of peace. But 
like so many things we 
give thanks for, peace 
doesn’t come easy. Peace 
costs money. 


Money for strength to 
keep the peace. Money 
for science and education 
to help make peace last- 
ing. And money saved by 
individuals. 


Your Savings Bonds, as 
a direct investment in 
your country, make youa 
Partner in strengthening 
America’s Peace Power. 


The Bonds you buy will 
earn money for you. But 
the most important thing 
they earn is peace. They 
help us keep the things 
worth keeping. 

Think it over. Are you 
buying as many Bonds 
as you might? 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. The Treasury Department thanks, ; 
for their patriotic donation, The Advertising Council and this magazine. 
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Knowing How... Showing How... 


SELF-DESTRUCTION 


by Beulah C. Bosselman, Univ. Illinois. Bells tolled for 17,000 Americans who succeeded in 
killing themselves this year! WHY this escape-act from their terrors of life-and-living? Those 
threads of life's crises which predispose men, women, and children to such voluntary unfor- 
tunate outcomes are woven in true-to-life patterns, sympathetically, realistically, and with keen 
insight and understanding. This professional motivation analysis shows HOW, when such 
b reactions stop short of suicide, they will re-appear in patterns of chronic illness, delinquency, 
and accident proneness. This Practical Contribution helps you towards understanding and 
defeating such challenges to the lives in your care. Pub. '58, 120 pp., $4.75. 


THE DEMONSTRATION CLINIC: For the Psychological Study 
and Treatment of Mother and Child in Medical Practice 
by David M. Levy, Columbia Univ. For the critical student of the psychology of infancy and 
family relationships—a new technique for mental hygiene and a rich source of information 
By-passing usual stereotyped methods of presentation, Dr. Levy has made available transcripts 
of conferences of patients and physicians conducted for the past ten years in a child health 
station. Included are such problems as feeding difficulties, sleep and digestive disturbances, 
hyperactivity, sibling rivalry, phobia, dependency. Benefit by the author's years of experience 
in studying and treating the social and emotional problems of mothers and children that are 


seen so frequently in pediatric practice. 


HYPNOSIS IN MODERN MEDICINE, Second Edition 


by Jerome M. Schneck, State Univ. of New York. “ . . . should be a useful addition to the 
reference library of any psychiatrist, psychologist, or research worker active in the field.” 

].A.M.A. “The act of hypnosis is so simple to perform and can easily contribute so much to 
the practice of medicine that your reviewers are astounded that medical teaching has avoided 
this subject. This book should be assigned reading for those who have not had instruction in 
hypnosis in medical school. Every physician should at least read the chapter on hypnosis in 
psychiatry and the one on his own specialty. We recommend this book highly as interesting 
reading and as important information for the physician who wishes to be fully rounded out 


in his medical knowledge.” —GP. 


ROOTS OF PSYCHOANALYSIS AND PSYCHOTHERAPY 


by S. A. Szurek, Univ. California. A quarter of a Century of clinical and therapeutic experience 
is the foundation for this analysis. Written for all who are professionally concerned with 
problems of human behavior—the continually developing concepts of mental disorder and 
methods of clinical work derived from them. A three-fold approach to the inextricably inter 


related aspects of the problem: 1) A searching for and examining of common denominators in 
all professional efforts at psychological therapy 2) A scrutiny of certain aspects of the classical 


psychoanalytic situation to find those elements which may be of greatest therapeutic moment 
3) An examination of the problem of the therapeutic situation in psychotherapy. 


PSYCHIATRIC NURSE IN THE GENERAL HOSPITAL 


by Mary A. Tudbury, Taunton State Hosp., Taunton, Mass. With clarification of the ‘role’ 
of the Psychiatric Nurse Expert, her qualifications and preparation, it is shown through the 
case methods of presentation how the services of this professional member of the nursing team 


may be utilized. Should be required reading for everyone interested in institutional management 
and patient care of emotionally disturbed patients at the ward level. IMPORTANT FEATURE: 
Psychiatric nursing is patient-centered with individual emotional needs requiring explicit 
gratification. Pub. 88 pp. x 81/), $3.00. 


CHARLES C THOMAS e PUBLISHER @ 301-327 East Lawrence Avenue @ SPRINGFIELD e ILLINOIS 
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LIPPINCOTT 
NEW BOOKS in 


Psychology & Psychiatry 


4 TECHNIC AND PRACTICE 
5 OF PSYCHOANALYSIS 
é By Leon J. Saul, M.D. 


States clearly and sim 1 
sentials of modern 
method, and presents the technic 
» an outgrowth of basic theory 
subjects treated include: goals, at- 
titudes of the analyst, theory, in- 
terview technic, free association 
unconscious material and dreams, 
the conduct of the analysis, special 
—. sample difficulties and 
pom Progress, and ending the 
244 Pages NEW, 1958 $8.00 


EMOTIONAL PROBLEMS OF CHILDHOOD 
Edited by Samuel Liebman, M.D. With 10 Contributors 
Practical assistance in coping with early emo- 
tional problems and adolescent disturbances of 
social, sexual and personality adjustment. 

175 Pages 2 Ilustrations NEW, 1958 $5.00 


AT YOUR MEDICAL BOOK STORE OR ORDER DIRECT 


das 


J. B. LIPPINCOTT COMPANY 

East Washington Square, Philadelphia 5, Pa. 

In Canada: 4865 Western Avenue, Montreal 6, P.Q. 
Please enter my order and send me: 

( THE SZONDI TEST 

TECHNIC AND PRACTICE OF PSYCHOANALYSIS. . 

(C0 EMOTIONAL PROBLEMS OF CHILDHOOD 


NAME 


ADDRESS 


© Charge (0 Convenient Monthly Payments 
O Payment Enclosed 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry, 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the 
problems of the exceptional child. With seven different 
units, iocated in Austin and San Marcos, Texas, it is pos- 
sible for each child to be placed In the group best suited 
to his age, ability, development and social adjustment. Each 
student’s program is fitted to his individual needs and abili- 
tles and includes the regular academic subjects as well as 
electives and vocational training where indicated. Classes 
are held on the grounds but use is also made of the local 
public schools. The children enjoy a full social and recrea- 
tional schedule with weekly parties, off-campus trips, and 
participation in regular Boy Scout and Girl Scout work. 
During the summer there is continued academic training 
given when indicated, combined with a camp recreational 
program. A friendly, informal atmosphere characterizes the 
student’s life at school and each child is given individual 
attention and guidance to help him achieve a happy and 
useful life. 


FOR INFORMATION WRITE 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas 


The Brett School 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized per- 
sonal training for a smal] group of 
girls over five years of age. Carefully 
chosen staff. Special modern teaching 
techniques and program of therapeutic 
education. 


Varied handicrafts, cooking, nature 
study and field trips. Outdoor games, 
picnics and other activities. Comfort- 
able, homelike atmosphere. Close co- 
operation with family physician. 70 
miles from New York City. 


Telephone 


Dingmans Ferry 8138 References 


Directors 
Frances M. King, 
formerly Director of the 
Seguin School 
Catherine Allen Brett, M. A. 
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Se Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 
Plus... 
— Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies . . . all on 
Florida’s Sunny West Coast . 

| 


Rates Include All Services and Accommodations 


A MODERN HOSPITAL FOR SAMUEL 


EMOTIONAL READJUSTMENT Medica! Director H. WELLBORN, JR., M.D. 


CK RUSS, JR., M.D. 
M.D. 


PETER J. SPOTO, M.D 


TARPON SPRINGS e FLORIDA 
D. R 


Phone: Victor 2-1811 


ON TH GU LF OF MEXICO SAMUEL G. M.D. 


FOR THE MENTALLY RETARDED CHILD 


SIX COMPREHENSIVE PROGRAMS 


e Observation and e Custodial Care 
{ Diagnosis e Summer Program 


4 Education and Training Wroatment 


Established 1888, The Training School at Vineland provides care 
and treatment for boys and girls 2 years or older with mental 
potential of 6 years. Complete professional staff. Electroencepha- 
lographic and neurological exams, individual psychiatric, psy- 
chological, physiological, and speech observations and therapies. 


The educational program aims at maximum development of each 
child. Training includes self-care; group living; formal classroom 
education; development of practical habits, attitudes and work 
skills. 


Children live in homelike cottages on 1600-acre estate. Hospital, 
school, chapel, lake, swimming pools, working farm. 


Research Laboratory famed for continuous study of causes, pre- 
For information write: Box N, vention and treatment of mental retardation. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 
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HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for baie and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D 
Clinical Director 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, 34.D.. Presidens 


ploying modern diagnostic and treat- REX BLANKINSHIP, M.D., Medical Director 
. JOHN R. SAUNDERS, M.D., Assistant 


ment procedures—electro shock, in- Medical Director 

sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
and recreational therapy—for nervous M.D., Associate 
and mental disorders and problems of 
addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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The Menninger Clinic 
CHILD PSYCHIATRY SERVICE 


ROBERT E. Switzer, M.D., Director 


Outpatient consultation, evaluation, and treat- 
ment for infants and children to 18 years. 


Residential treatment for elementary grade 
children with emotional and behavior problems. 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, with chomemtary. junior and senior 
high school, and a postgraduate program. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel and | | of each individual student. A full-time psychiatrist and psychologist are in 
residence. Our work emphasizes a much wider concept of student ae and growth than is 
conceived of in py os education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim. 


V. V. Anperson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


HALL-BROOKE 


An Active Treatment Hospital, \ocated one hour from New York 


A private hospital devoted to active treatment, analytically-oriented 
psychotherapy, and the various somatic therapies. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 


George 8. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Peter P. Barbara, Ph.D. 


Louis J. Micheels, M.D. 


IMPORTANT 


We Are Desirous of Obtaining Copies 
of the January 1958 Issue 


We will pay $1.00 per issue plus postage costs 


SEND TO: 
AUSTIN M. DAVIES, BUS. MGR. 1270 Ave. of The Americas, Rm. 310 
AMERICAN JOURNAL OF PSYCHIATRY New York 20, New York 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GEorGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JaMgs Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 
FRANCIS A. O'DONNELL, M. D. RicHarp L. Conpe, M.D. 
Ropert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 4-0200 
Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 
BEVERLY DAY CENTER 


9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment . . . . Serving the Los Angeles Area 


G. CRESWELL Burns, M.D. HELEN RisLow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscaR ROZETT, M. D., THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK IN THE RAMAPOS 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 

A private hospital devoted to the individual care of psychiatric patients. 

Falkirk provides a twenty-four hour admission service for acute psychiatric problems, Out- 
patient facilities are available for suitable cases. A continued treatment service is maintained. 

Members of the medical profession are invited to visit the hospital and inspect the available 
services. 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo tre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicnots, M. D. G. PauLine WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 

1270 AVENUE OF THE AMERICAS, Room 310 

New York 20, New York 

Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume ..... 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1958 issue. 
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. ‘ANTABUSE' appears to be the most effective 
Ppe 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954, 


A CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954. 
“Antabuse” ® brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, 
bottles of 50 and 1,000. 


Complete information available on request 


@- Laboratories © New York, N. Y. © Montreal, Canada 
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DEVEREUX SCHOOLS 


From kindergarten through junior college, The Devereux Schools 
offer unique advantages to slow-learning or emotionally disturbed boys 
and girls who need remedial education through individualized 
programs. 

The Schools are composed of a number of self-sufficient resi- 
dential units, located near Philadelphia and in Santa Barbara, 
California. The curriculum is highly individualized, for all age- 
groups with separate college-preparatory, commercial, and general 
courses at the secondary school level. 

The Schools provide remedial and tutorial assistance in all 
subject areas, when indicated. Psychotherapy is available for boys 
and girls with emotional difficulties. 


Professional inquiries should be addressed to Charles J. 
Fowler, Registrar, Devereux Schools, Devon, Pennsyl- 
vania; western residents address Keith A. Seaton, Regis- 
trar, Devereux Schools in California, Santa Barbara, 
California. 


SCHOOLS 
COMMUNITIES 
CAMPS 
TRAINING 
RESEARCH 


THE DEVEREUX FOUNDATION 
A nonprofit organization Founded 1912 
Santa Barbara, California Devon, Pennsylvania 


HELENA T. DEVEREUX Professional 
Administrative Consultant Associate Directors 


REN: Charles M. Campbell, Jr., M.D. 
Michael B. Dunn, Pb.D. 


JOHN M. BARCLAY Fred E. Henry, S.T.D. 
Director of Development ]. Clifford Scott, M.D. 
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